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“However difficult life may seem, there is always something you can 
do and succeed at. It matters that you don’t just give up.” 
~ Professor Stephen Hawking
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ABSTRACT 
The Sustainable Development Goals provide a spotlight on the need to provide water and 
sanitation and hygiene (WASH) for all individuals by 2030. Recent debates on ensuring equity 
and inclusion in WASH provision in the Global South have begun to explore the needs of 
excluded groups of individuals. Yet, the WASH needs of perimenopausal (PM) women, who 
are making the transition to menopause, are neglected.  An ageing population, particularly in 
the Global South, raises the importance of meeting the wide-ranging WASH needs of 
increasing numbers of PM women. The WASH needs of PM women are hidden knowledge, 
known to, but not shared by, PM women with other people, nor recorded in literature. 
Hygiene practices are performed privately by PM women, behind closed doors. This study 
explores this new field of research and aims to provide recommendations to meet the WASH 
needs of PM women.   
Opening the doors to these needs warrants the use of adaptive, participative, feminist 
methodologies, placing PM women at the centre of the study to enable them to share their 
experiences. This research uses a six-stage case study methodology: a literature review, a 
phenomenological review, research design, case study selection, data collection, and data 
analysis. In the absence of literature on the WASH needs of PM women, a phenomenological 
review, using oral history narratives of PM women in the UK and USA, was used to set the 
research agenda. Oral history interviews, participatory mapping and PhotoVoice techniques 
complemented with ethnographic observations were used to identify the hidden WASH needs 
of PM women in two low-income urban communities in Accra and Kumasi, Ghana, where 
water and sanitation services are lacking. Hardware and software solutions for meeting PM 
women’s WASH needs were identified by environmental health professionals using a vignette 
method. Ultimately, after trialling NVivo software and theoretical models, a thematic 
approach was used to analyse the data.  
This research identified several WASH needs as crucial to PM women’s health. Bathing and 
laundry are important hygiene needs, but are neglected by the WASH sector. Effective 
menstrual hygiene management for PM women as well as adolescent girls, and related 
sanitation needs, warrants greater attention. This research contributes to recently emerging 
debates through identifying the incontinence needs of PM women. Drinking is an important 
 xxvii 
 
 
need for good PM health. Whilst the WASH needs of PM women are new knowledge, they can 
be met through the adaptation of existing hardware and software WASH solutions.  
This research concludes that the hidden WASH needs of PM women require participatory 
techniques to reveal them. Relationships with certain people allow PM women to discuss and 
meet the WASH needs to a degree. PM symptoms vary in nature, between women and day to 
day. This research demonstrates that the WASH sector needs to become more attentive to 
bathing and laundry issues overall, learning from the needs of PM women.  
 
Key words 
Perimenopause, WASH, women, ageing, hidden knowledge, feminist approach, participative 
methods, phenomenological review, Ghana 
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 CHAPTER ONE: INTRODUCTION – DOOR TO THE RESEARCH TOPIC 
 Chapter outline  
This chapter introduces this thesis, which opens the doors to the hidden water, sanitation and 
hygiene (WASH) needs of women from the onset of the perimenopause. Section 1.2 outlines 
the original contribution to knowledge which this new area of research makes. The chapter 
then goes on to outline the research context (section 1.3), drawing upon the background and 
origins of the research, debates around ageing and the perimenopause, and situates the study 
within discussions around the Sustainable Development Goals. Section 1.3 also outlines how 
this research has revealed knowledge about the WASH needs of perimenopausal women, 
which is academically and socially hidden. After outlining the aim of the research in section 
1.4, section 1.5 discusses how the research objectives were developed in light of lack of 
knowledge about this topic to date. Section 1.6 then outlines the research objectives and the 
research questions for each objective, before section 1.7 concludes the chapter by outlining 
the structure of the thesis. 
 Original contribution to knowledge 
This research explores the water, sanitation and hygiene (WASH) needs of women from the 
onset of the perimenopause, who are making the transition to the menopause when 
menstruation ceases (see Section 1.3.3). This topic is entirely absent from the literature (see 
Chapter 2) and is a new area of research. Recent debates in WASH have increasingly focussed 
upon equity and inclusion, recognising the differences between individuals and facilitating all 
individuals to realise their rights to WASH, particularly those who are disadvantaged and 
marginalised (Gosling, 2010), in the context of the Sustainable Development Goals (see 
Section 1.3.4). The needs of women and girls generally have focussed predominantly on their 
inclusion in development (Maharaj, 2003), menstrual hygiene management (MHM), 
particularly during adolescence (e.g. Jewitt and Ryley, 2013; Crofts and Fisher, 2012), caste-
related issues (Joshi, 2001), and gender-based violence (House et al, 2014). Equity debates, 
more broadly, have explored the needs of people with disabilities in the WASH context in 
depth (e.g. Jones et al, 2012; Jones and Wilbur 2014; Jones and Jansz, 2008; Jones and Reed, 
2005; Jones, Reed and Bevan 2003; Fisher, 2005), whilst work apart from this on incontinence 
(Giles-Hansen, 2015) and LGBTI individuals (Benjamin and Hueso, 2017; Boyce et al, 2018) is 
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recently emerging. There is to date however, no research conducted on the WASH needs of 
perimenopausal women, which are performed behind closed doors in sanitation spaces where 
they are not seen. A literature search did not identify an explicit and written direct connection 
to WASH during the perimenopause (see Chapter 2, Sections 2.2, 2.5 and 2.14), however, the 
recorded symptoms of the perimenopause within the medical literature provided some 
indication of the possible needs for WASH (see Chapter 2, Section 2.4.3). 
The main phase of this study builds upon initial work done with women from the UK and USA, 
in the context of Ghana. This thesis uses adaptive, participative methods to ‘open the doors’ 
to the hidden WASH needs of perimenopausal women (see Section 1.3.5, and Chapter 3, 
Section 3.3.2). From a feminist perspective, it reveals hygiene practices which are neglected 
in the WASH sector but important to perimenopausal women with erratic and unpredictable 
symptoms, providing lessons for WASH provision generally. The research builds upon existing 
debates around incontinence and MHM through the experiences of perimenopausal and 
menopausal women, and considers the wider factors that impact upon meeting these needs.  
Drawing upon the narratives of perimenopausal women, this thesis identifies the importance 
of bathing and laundry practices during this lifestage, which are areas of neglect within the 
WASH sector. Meeting these various needs warrants the implementation of adapted existing 
measures which are known among professionals in WASH and related sectors. 
 Research context 
1.3.1 Background and origins of research 
The water, sanitation and hygiene (WASH) needs of perimenopausal (PM) women is a new 
area of research, and hidden behind closed doors. The perimenopause is a stage of life which 
women pass through as they reach the menopause, when menstruation ceases. WASH is a 
prominent part of the current sustainable development agenda, which aims to provide water, 
sanitation and hygiene for all by 2030, particularly as a significant proportion of the global 
population have inadequate access to these services. Of the 663 million people without access 
to improved drinking water supply, and the 2.4 billion people without improved sanitation 
(UNICEF and WHO, 2015), an estimated 3.6 per cent of these are perimenopausal (PM) women 
aged between 45 to 54 years (UN, 2015), with perimenopause beginning on average from ages 
47 to 51 years over a period of four years (Loue and Sajatovic, 2008). This is a ‘hidden’ area of 
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knowledge, which is not recorded in the literature, and due to social taboos, is not discussed 
by women generally.  This research originates from a breadth of work on women and WASH 
(ICWE, 1992; Maharaj, 2003; Fisher, 2006; Fisher et al, 2017), which spans from their 
participation in development processes and their roles in the collection and management of 
water, comprising Dublin Principle 3 (ICWE 1992), through to more recent debates around 
menstrual hygiene management. Fisher (2006) highlights the importance of paying attention 
to the needs of women and girls in WASH, to provide wide-ranging benefits such as improved 
health and better social status. This research expands this existing work to look at an 
experiential aspect of women’s lives which to date has been neglected by the WASH sector, 
the perimenopause.  
Exploring the WASH needs of perimenopausal women contributes to debates around equity 
and inclusion in the WASH sector. Work on equity and inclusion has examined caste (Joshi and 
Fawcett, 2001), gendered approaches (Maharaj, 2003), gender mainstreaming (Reed et al, 
2007), and disability (Jones and Reed, 2005). In recent years, an increasing focus has been 
made upon the emerging areas of work on: menstrual hygiene management (predominantly 
exploring the needs of adolescent girls e.g. Crofts and Fisher, 2012; Jewitt and Ryley, 2013); 
incontinence (Giles-Hansen, 2015); gender-based violence (House et al, 2014); and recently, 
research has emerged on the WASH needs of LGBTI individuals (Benjamin and Hueso, 2017; 
Boyce et al, 2018). 
1.3.2 Ageing  
Ageing highlights the need to research the WASH needs of PM women. The issue of ageing 
comes into sharp focus as various challenges around health (e.g. dementia, osteoporosis) 
become more prominent. Ensuring that WASH services can be provided for an ageing 
population to address these health challenges is key. One issue in particular, which is often 
neglected, is the perimenopause, which warrants investigation. Globally, the population is 
continuing to age as we live for longer. Almost 80% of the world’s population aged over 60 
will be living in less developed regions. The gap between male and female life expectancy is 
also expected to widen in the developing regions of the world, and this will lead to women 
living for significantly longer than men (United Nations, 2013).  
Figure 1.1 shows the distribution of ageing between developed and less developed regions: 
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Figure 1.1: Changes in percentage of global population over the age of 60 by region (UN, 2013:8) 
This thesis explores the water, sanitation and hygiene (WASH) needs of perimenopausal (PM) 
women. Increasing life expectancy requires attention to be paid to the perimenopause. By 
2045-2050, it is estimated that in low-income countries overall, the average life expectancy 
will have risen from 68 years in 2013 to 75 years (HelpAge International, 2013). By 2030, from 
a predicted global population of 8.5 billion (UN, 2015) it is estimated that 1.2 billion women 
will be over the age of 50, and likely to go through the perimenopause and reach the 
menopause (Hill, 1996).  76% of these women will be living in low-income countries (WHO, 
1996).  
1.3.3 The perimenopause  
The perimenopause is the transitional period to menopause, in which fertility decreases and 
menstruation ceases, sometimes referred to as ‘the change of life’ (Torpy et al, 2003). It covers 
‘the period immediately before the menopause (when the biological features of approaching 
menopause commence) and the first year after menopause’ (Utian 1999:284). The 
menopause is the ‘permanent cessation of menstruation resulting from the loss of ovarian […] 
activity. Natural menopause is identified to have occurred after 12 consecutive months 
without menstruation’ (Utian 1999:284). The perimenopause raises wide-ranging WASH 
 6 
 
issues which require attention but are hidden, such as bathing and laundry. Access to water 
and sanitation services is important for meeting these needs, and the state of provision of 
these services for PM women influences the ability of women to maintain good hygiene and 
good health by attending to these needs. 
1.3.4 WASH needs and the Sustainable Development Goals 
The Millennium Development Goals (MDGs) shaped the development agenda prior to 2015. 
WASH sought to contribute to the meeting of different MDGs before the Sustainable 
Development Goals (SDGs) were adopted. In this era, WASH was seen as critical to meeting 
the targets to eradicate extreme poverty and hunger (Fisher, 2004a), achieve primary 
education for all (Fisher, 2004b), reduce child mortality (Fisher, 2004c), promote gender 
equality and empower women (Fisher, 2004d), combat diseases including HIV/AIDS and 
malaria (Fisher, 2004e), ensure environmental sustainability (Fisher,2004f), and notably, to 
halve the proportion of people without sustainable access to basic sanitation and drinking 
water (WHO and UNICEF, 2014) by 2015. The failure to meet these goals led to the adoption 
of the SDGs. 
The main post-2015 development agenda goal that relates specifically to PM women is SDG5, 
to ‘achieve gender equality and empower all women and girls’, with target 5.6 to ‘ensure 
universal access to sexual and reproductive health’ (UNDP, 2016). However, wider discussions 
on women’s reproductive health have tended to focus upon aspects of sexual health and birth 
control rather than the perimenopause. In the WASH sector, there is a growing body of 
research on menstrual hygiene management (MHM) for adolescent girls (Jewitt and Ryley, 
2014; Crofts and Fisher, 2012, see Chapter 2, Section 2.6). However, MHM for PM women, 
whose needs are different to those of younger women, is virtually ignored. Paying attention 
to the WASH needs of PM women expands this work on MHM by highlighting new MHM 
techniques used and the sanitation needs of menstruating PM women, and contributes 
towards the meeting of the SDGs. 
Women going through the perimenopause have specific hygiene needs. In a low-income 
country setting, where basic services such as water and sanitation are lacking, these needs 
can be difficult to fulfil. Seen in a broader context, the provision of adequate water, sanitation 
and hygiene (WASH) has been highlighted as key to the Sustainable Development Goals 
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(SDGs), adopted in 2015; target 6.1 states “By 2030, achieve universal and equitable access to 
safe and affordable drinking water for all”, and target 6.2 is to “achieve access to adequate 
and equitable sanitation and hygiene for all and end open defecation, paying special attention 
to the needs of women and girls and those in vulnerable situations” (UN, 2016). Whilst PM 
women are hidden amongst the global population without adequate access to water and 
sanitation, their increasing number highlights the need to pay attention to their WASH needs. 
1.3.5 Opening the doors to hidden knowledge: the need to place women at the 
centre of the research 
Exploring the WASH needs of PM women, which are hidden knowledge, contributes to the 
work on equity and inclusion in WASH, particularly women’s needs generally (Fisher, 2006). 
Debates around the inclusion of women in development programmes generally began in the 
1970s, which led to greater consideration of women’s roles in water management within 
communities in the Global South. These debates have continued alongside discussions around 
the participation of excluded groups in informing development programmes.  
The WASH needs of PM women are buried under layers of various factors which contribute to 
their exclusion beginning from the absence of academic study of the topic through to outer 
layers that relate to wider cultural and social factors. Therefore, they remain behind closed 
doors as a form of hidden knowledge. Opening the doors to these WASH needs can be viewed 
akin to peeling back several layers of an onion skin, with knowledge of WASH needs during 
the perimenopause lying at the core of the onion. Each layer of skin represents a factor of 
exclusion of the WASH needs of PM women. 
• Inner layer: Neglected by mainstream science 
• Second layer: Ageing is not discussed widely, with particular neglect of the 
perimenopause because it is taboo 
• Third layer: Academics and practitioners in the WASH sector have neglected the needs 
of PM women 
• Outer layers: Shaped by intersectionality 
o PM women are excluded by gender 
o PM women are a hidden group in a global population 
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o Sanitation is one of the ‘last taboos’ (Black and Fawcett, 2008), and generally 
not a topic of everyday conversation 
o PM women living in the Global South, find their issues become obscured by 
wider factors of poverty  
Peeling back the layers of onion skin requires acknowledgement of the wider context for these 
factors of hiddenness in terms of broader power relations, particularly as a topic concerning 
a women’s issue in the Global South. Debates about women’s empowerment in the Global 
South in the 1980’s and 1990’s focussed upon a radical approach to transform power relations 
so that they favoured women’s rights and facilitated gender equality between men and 
women (Batiwala, 1993, 2007; Kabeer, 1994, 1999). The need to recognise inequalities in 
power, assertion of the right to rights, and individual action to bring about gender equality 
through structural change characterised these discussions (Batiwala, 1993; Kabeer, 1994, 
1999; Sen, 1997; Rowlands, 1997). Power, for Batiwala (1994: 129), is ‘control over material 
assets, intellectual resources and ideology’, whilst empowerment is ‘the process of 
challenging existing power relations, and of gaining greater control over the sources of power’ 
(Batiwala, 1994: 130). In the context of being able to find knowledge of, and to meet the 
hidden WASH needs of PM women, conditions need to be created for women to feel 
empowered to share and create an understanding of their WASH needs, and to facilitate 
action for these needs to be met. PM women being able to fully understand (and to share 
experiences of) their situations can create space for collective action to help other women 
generally to bring about change to the power relations which shape their socio-economic 
situations (Cornwall and Edwards, 2014), which influence their ability to access WASH. 
Researchers have not listened to the voices of PM women with respect to their WASH needs, 
because the space for these needs to be shared has not been created, and therefore the doors 
to this knowledge remain closed. Thus, there is a need to draw upon Chambers (1997), who 
calls for participative approaches to be used for those who are in power to listen to the needs 
of those who are excluded, to consider ‘whose reality counts’ in the provision of services, 
including WASH services. For this research, this means that PM women need to be listened to 
and placed at the centre of the agenda. Feminists seek to listen to women’s voices, but they 
too have ignored PM women’s needs for water and sanitation services. Listening to PM 
women warrants an adapted feminist approach which specifically focuses upon revealing 
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women’s experiences which are otherwise neglected, catering for the various layers which 
conceal them. 
1.3.6 A starting point: Feminism   
 Feminist theory 
This research has a multidisciplinary approach but is grounded in feminism, due to the topic 
of the perimenopause as a concern for women, the hiddenness of the topic (as per the ‘layers’ 
of the onion discussed in the previous section), and the position of PM women in a patriarchal 
society (see Chapter 2, Sections 2.5.3 and 2.10.4, and Chapter 3, Section 3.3.1.3). A feminist 
approach was particularly important because of the neglect of WASH needs during the 
perimenopause as not only a woman’s issue, but specifically an issue for older women who 
are generally overlooked (Greer, 1991). Feminism is ‘the belief that men and women should 
have equal rights and opportunities’ (Van der Gaag, 2017:14). It is ‘a critical practice that 
engages with power relations and focuses on gender as a socially constructed category’ 
(Johnston-Anumonwo and Oberhauser, 2014: 2). For the prominent feminist writer, academic 
and activist, bell hooks, feminism is about the dismantling of patriarchy through ending 
sexism, oppression and sexist exploitation (hooks, 2016). Patriarchy presumes women to be 
subordinate to men on multiple levels (Walby, 1990): waged work, whereby women typically 
receive a third less pay than men; in the household, where most household duties are assigned 
to women; fear of crime, where women are fearful of male violence (particularly rape); culture 
and leisure, where the media and politicians marginalise women’s participation; and sexuality, 
where women’s bodies are seen as objects to be bought and sold. Feminists such as Simone 
de Beauvoir have called for women to be the subject of analysis rather than the object of 
analysis in which they are seen as the ‘other’ (Parpart, 1993). This has been echoed by women 
calling for standpoint theory in feminism and the development of feminist knowledge by 
giving voice to women (Harding, 1987).  
When exploring the issue of WASH needs for perimenopausal women in low-income 
countries, feminist approaches need to consider aspects of difference within women, who are 
collectively ‘othered’. Othering is a ‘process which serves to mark and name those thought to 
be different from oneself’ (Weis, 1995: 18). Critiquing the writing of white Western middle-
class feminists, post-modern feminism provides scope to cater for race, as well as class, and 
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for women from all regions of the world (Parpart, 1993). For hooks (1984), feminism could 
only truly incorporate difference into its analysis if it catered for the experiences of black 
women in North America. Postmodern feminism argues for multiple truths rather than the 
existence of universal concepts and fixed categories, by examining symbolic representations 
about claims to knowledge and the effects of discourse (Burgess-Proctor, 2006). This research 
on the WASH needs of PM women recognises that older women’s issues such as the 
perimenopause are scarcely given attention (Greer, 1991; DeLeyser and Shaw 2013) and so 
brings in women’s age as a further aspect of intersectionality.   
 Feminist engineering and sanitation 
Meeting the WASH needs of PM women warrants consideration of ‘feminist engineering’ 
discourses, to facilitate sensitivity to their needs through hardware and software approaches. 
Feminist engineering needs to address women’s practical interests relating to their roles in 
society (e.g. water provision, childcare), and their strategic interests which focus on equal 
rights and empowerment through land ownership, democratic participation, access to credit 
and a right to a bank account (Molyneux, 1985).  Feminist engineering provides scope to ask 
what influence a feminist perspective may have upon engineering technology design, through 
the inclusion of women in the decision-making process. This needs to complement efforts to 
reform social gender structures more broadly (Rydhagen, 2002). Existing discussions on 
feminist engineering highlight needs to consider the user context, the environmental context, 
the cultural context (Bush, 1983) and the socio-economic context, focusing upon the material 
factors affecting end user conditions and wider development and dissemination (Morgall, 
1991). These discussions do not as yet formally consider the biological context. Exploring the 
WASH needs of PM women, and other discussions on MHM which focus predominantly on 
adolescent girls (see Chapter 2, Section 2.6), raises the need for feminist engineering solutions 
to cater for changing bodily health needs for women and girls which are met through good 
hygiene practices.   
In the context of sanitation, some feminists have placed emphasis upon the built environment 
as an entry point to understanding women’s lives (Greed, 2003; Gershenson and Penner, 
2009; Jewitt, 2011). Public toilets in a city shape women’s abilities to move through the urban 
environment. They act as sites which reveal the construction of gender, power relations and 
sexual identity, and shape women’s experiences of the city on both an individual and collective 
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level (Gershenson and Penner, 2009). Kothari (2003:20) summarises that sanitation needs 
differ with gender:  
‘Women have particular needs and concerns of privacy, dignity and personal 
safety. The lack of sanitation facilities in the homes can force women and girls 
to use secluded places, which are often away from home, exposing them to 
risk of sexual abuse; in other circumstances, girls are forced to defecate only 
at home and help their mothers to dispose of human and solid waste.’ 
(Kothari, 2003: 20) 
Providing WASH facilities that address these issues for women also needs to consider their 
specific needs at different life stages. Whilst existing debates on MHM and female 
reproductive health in WASH focus predominantly on adolescent girls, this thesis explores the 
WASH needs of perimenopausal women. Using a participatory feminist research approach, it 
opens the doors to the diverse and multiple WASH needs of perimenopausal women, which 
are hidden and absent from literature. If SDG6, ‘to ensure availability and sustainable 
management of water and sanitation for all’ (UN, 2016) is to be met, provision for all means 
that all needs, including those of perimenopausal women, need to be met. 
 Aim of the research 
The aim of the research is to: 
Provide recommendations on how the water, sanitation and hygiene (WASH) needs of 
perimenopausal women can be met 
 Developing research objectives when knowledge is ‘hidden’ 
1.5.1  Evolution of research objectives and research approach: an iterative process  
The objectives of and approach to this research evolved over time through an iterative 
process. A search of the literature (see Chapter 2 Section 2.2) originally sought to inform the 
development of the research objectives, by conducting a literature review. The origins of the 
research objectives lay within debates around the need to pay greater attention to the needs 
of women and girls in WASH (Fisher, 2006). Whilst issues such as MHM were previously 
discussed for adolescent girls, the WASH needs of PM women at the end of the reproductive 
lifestage are neglected, and absent from the WASH literature. Similarly, medical literature 
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about the perimenopause, focussing upon biological perspectives, does not identify WASH 
needs during this lifestage (see Chapter 2). The absence of this information in the literature 
highlighted the WASH needs of PM women as hidden knowledge. Ultimately, the hiddenness 
of this knowledge prevented the initial formulation of the research objectives at the start of 
the research.  
In lieu of written literature to inform the research agenda, the research objectives and 
research questions were then developed through a phenomenological review (results of 
which are in Chapter 4), which drew upon narratives of PM women interviewed in the UK and 
USA, about their WASH practices. These narratives were gathered through a feminist oral 
history approach, which argues that women’s voices and histories which reflect their lives 
have been traditionally ignored (Sangster, 1994). These narratives provided experiences of 
their WASH needs during the perimenopause, which could not be identified within the existing 
medical literature on the perimenopause nor the WASH literature. By raising topics of 
importance to them which related to WASH during the perimenopause, women were able to 
set the agenda for the research. At this stage, it was the WASH topics to be explored (e.g. 
bathing, laundry) which would apply to any PM woman globally, rather than the specific WASH 
context, which was of greater importance to the research objective development. Formulating 
the research objectives in this manner highlighted the feminist approach adopted as the best 
way forward for the research. Through reflecting on data gathered after several interviews 
had taken place, new research topics were identified, creating new research questions to be 
investigated. This was iterative in nature. This process is akin to a cyclical process like a spiral, 
with a continued development through several iterations until the final objectives and 
research agenda are determined at the end: 
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Figure 1.2: Development of research approach 
1.5.2 Exploring the factors which influence the WASH needs of PM women: the 
need for the Sustainable Livelihoods Framework 
One objective of the research explores the wider human, social, natural, physical and financial 
factors which influence the WASH needs of PM women. Exploring the factors which affect the 
WASH needs of PM women required the use of a framework to establish these factors. Factors 
could not be selected at random because core elements can be missed. It was established 
through discussions with supervisors and a literature search that the Sustainable Livelihoods 
Framework assets encompassed wide ranging elements which influence daily life for people, 
particularly the poor (DFID, 1999). The women who participated in the research in Ghana are 
from low-income, urban communities, where poverty levels are high, and therefore livelihood 
assets come into sharper focus on a day-to-day basis. These factors were inspired by the 
Sustainable Livelihoods Framework assets pentagon, which explores human, social, natural, 
physical and financial assets held by individuals.  Livelihood assets or capital concern people’s 
strengths and how they seek to mobilise them into positive livelihood outcomes. Positive 
livelihood outcomes can only be achieved if people have good assets or capital (DFID, 1999):  
• Human capital: skills, knowledge, ability to labour and good health which enable 
individuals to pursue livelihood strategies and achieve livelihood objectives  
• Social capital: social resources individuals draw upon to pursue their livelihood 
objectives  
• Natural capital: natural resource stocks useful for livelihoods  
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• Physical capital: basic infrastructure and producer goods needed to support livelihoods  
• Financial capital: financial resources which are used by individuals to achieve livelihood 
objectives  
This research did not adopt the Sustainable Livelihoods Framework in full, because little was 
known about the WASH needs of PM women and the research framework could only be set 
by using PM women’s narratives, but the assets pentagon was useful inspiration. 
1.5.3 The logical framework analysis approach   
 Understanding the logical framework 
This section gives an overview of the logical framework approach, or logframe, within which 
the research objectives were set. A logframe is a tool which traditionally consists of a 4x4 
matrix. A logframe usually has four column headings: objective or narrative summary, 
objectively verifiable indicators, means of verification, and assumptions/risks. The four rows 
of the logframe denote the levels of activity, from the highest level with strategic goals, to 
low-level activity within the research (Sansom et al, 2011). The logframe (Appendix 1) sets out 
the goal, and the outputs and activities which contribute to the achievement of the aim 
(purpose): 
• Goal: To improve WASH for perimenopausal (PM) women 
• Purpose: To provide recommendations on how the water, sanitation and hygiene 
(WASH) needs of perimenopausal women can be met 
• Outputs: Data on the WASH needs of PM women; hardware and software solutions 
for meeting the WASH needs of PM women  
• Activities:  
o Conduct oral history interviews with PM women in the UK and USA for 
phenomenological review 
o Conduct oral history interviews, participatory mapping, and PhotoVoice with 
women in Ghana 
o Carry out ethnographic observations of WASH provision in Ghana 
o Conduct interviews with stakeholders in Ghana to identify recommendations 
for meeting the WASH needs of PM women 
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The logframe in Appendix 1 provides more detail of other components, including the 
objectively verifiable indicators, the means of verification and the assumptions for each level 
to be achieved.  
 Rationale for using the logical framework approach 
The logframe was used as a means to outline the objectives of this project for two reasons. 
Firstly, the analysis of existing theoretical discourses which informed the study and the 
phenomenological review process identified the needs which needed addressing for 
perimenopausal women in relation to WASH. The logframe thus enabled these problems to 
be converted into verifiable and measurable objectives to be met. Secondly, the logframe 
enabled the planning of the research methodology according to logically defined and derived 
activities, outputs and a purpose and goal to ensure that the research process would 
ultimately achieve the aim.    
 Development of logical framework  
An iterative approach led to the gradual expansion of the objectives, and therefore the 
logframe as new objectives were added. Central to the development of these objectives was 
maintaining an exploratory approach, and a fundamental focus on allowing women to set the 
agenda for the research through relaying their experiences of WASH. 
The earlier versions of the logframe were initially very broad in nature. Whilst the literature 
search did not identify an explicit and written direct connection to WASH during the 
perimenopause, the recorded symptoms of the perimenopause within the medical literature 
provided some indication of the possible needs for WASH. For example, such a symptom 
included menorrhagia, the menstrual blood loss of more than 80ml per menstrual cycle 
(Hallberg et al, 1966; Duckitt, 2010). This indicated that there may be a need to explore 
menstrual hygiene management needs for perimenopausal women, yet the nature of these 
specific needs was not known in detail.  
Ultimately, the logical framework and the research objectives have been informed by a 
mixture of the literature and the findings of the phenomenological review. Whilst initially this 
research identified PM women’s issues and potential related WASH topics that were relevant 
globally, the objectives were refined to be specific to the selected case study context for the 
main phase of data collection - a low-income country.   
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 Research objectives and research questions 
This research has three research objectives to meet the aim, each with associated research 
questions to enable them to be met.  
1.6.1 Research objective 1: 
To determine the hygiene needs of perimenopausal women in low-income countries 
Research questions: 
RQ 1.1 How are hygiene practices affected during the perimenopause?  
RQ 1.2 What techniques are used by perimenopausal women for menstrual hygiene 
management and to what extent are they effective? 
RQ 1.3 What practices are undertaken for urinary incontinence management and to what 
extent are they effective? 
RQ 1.4 What hygiene practices do perimenopausal women undertake for the management 
of hot flushes, sweating and other perimenopausal symptoms?  
RQ 1.5 What hygiene facilities (e.g. soap, sanitary and incontinence pads) are available for 
perimenopausal women to meet their hygiene needs? 
 
1.6.2 Research objective 2: 
To determine the water and sanitation needs of perimenopausal women in low-income 
countries 
Research questions: 
RQ 2.1 What are the uses of water specific to perimenopausal women in low-income         
countries?  
RQ 2.2a What is the current state of provision of improved water supply for 
perimenopausal women?  
RQ 2.2b What are the issues faced by perimenopausal women in accessing water to manage 
their symptoms?  
 17 
 
RQ 2.3 How are laundry needs affected during the perimenopause? 
RQ 2.4 How are the drinking needs of women affected during the perimenopause? 
RQ 2.5 How are the bathing needs of women affected during the perimenopause? 
RQ 2.6 What is the current state of provision of improved sanitation for perimenopausal 
women? 
RQ 2.7 How are the latrine needs for excreta disposal affected during the perimenopause? 
RQ 2.8a What is the current state of drainage provision to deal with wastewater for 
perimenopausal women? 
RQ 2.8b What are the drainage needs for wastewater arising from dealing with symptoms 
of the perimenopause? 
RQ 2.9a What is the current state of provision of solid waste management infrastructure 
for perimenopausal women? 
RQ 2.9b How are the solid waste management needs of women affected during the 
perimenopause? 
 
1.6.3 Research objective 3: 
To assess how human, social, natural, physical and financial factors influence the water, 
sanitation and hygiene experiences of perimenopausal women in low-income countries 
Research questions: 
3a: Human factors 
RQ 3.1 To what extent does the level of education of perimenopausal women affect their 
access to water and sanitation services?  
RQ 3.2 How does the availability of technology affect perimenopausal women’s WASH 
experiences? 
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RQ 3.3 How well do perimenopausal women understand their rights to water and 
sanitation? 
RQ 3.4 To what extent does the individual health status of perimenopausal women affect 
their WASH experiences? 
3b: Social factors 
RQ 3.5 How are the WASH experiences of perimenopausal women affected by membership 
of and relations to other members of social networks and groups?  
RQ 3.6 How are the WASH experiences of perimenopausal women affected by relations 
between their own social networks and groups and other social networks and groups? 
RQ 3.7 How does water and sanitation policy at a national and municipal level affect 
perimenopausal women’s access to water and sanitation? 
3c: Natural factors 
RQ 3.8 To what extent do natural trends of seasonal weather and climate patterns influence 
the degree of severity of symptoms experienced by perimenopausal women throughout 
the year? 
RQ 3.9 How do these natural trends impact upon perimenopausal women’s WASH needs? 
RQ 3.10 How does the changing physical geography of the local area affect perimenopausal 
women’s WASH experiences?  
3d: Physical factors 
RQ 3.11 How does access to infrastructure including secure shelter and buildings, clean 
affordable energy, and health services alongside water supply and sanitation services affect 
WASH experiences of perimenopausal women? 
RQ 3.12 To what extent are these services supported to provide effective water supply and 
sanitation? 
RQ 3.13 Is the provision of infrastructure appropriate and sustainable to meet the WASH 
needs of perimenopausal women? 
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3e: Financial factors 
RQ 3.14 How does the availability of existing financial resources to achieve livelihood 
objectives affect perimenopausal women’s WASH experiences? 
RQ 3.15 How is the implementation of local projects relating to perimenopausal women’s 
needs mediated by financial factors? 
 Structure of the thesis 
This thesis comprises seven chapters. Each chapter opens a ‘door’ to the hidden knowledge 
of the WASH needs of PM women, with one door leading into the next. Chapter one introduces 
the thesis and is the door to the research topic, outlining the original contribution to 
knowledge, and provides the context for the study, the aim, objectives and research 
questions. Chapter two, the door to the knowledge gap, presents the literature search 
strategy, reviews the limited literature available and identifies the research gap. Chapter three 
is the door to the research process to find hidden knowledge. It outlines the methodology, 
drawing on what was planned for the research and discussing what happened in reality in 
collecting and analysing data. Chapter four, the phenomenological review, is the door to the 
research agenda. It presents the narratives of the WASH experiences of PM and menopausal 
women interviewed in the United Kingdom and the USA to set the research objectives in the 
absence of literature on the topic. Chapter five, the door to the WASH needs of PM women, 
presents the analysis of the women’s narratives from Ghana, before chapter six opens the 
door to meeting the WASH needs of perimenopausal women, drawing on the perspectives of 
environmental health professionals. Chapter seven concludes the thesis, holding open the 
doors that are opened over the course of the research.  
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CHAPTER TWO: 
LITERATURE REVIEW - 
DOOR TO THE KNOWLEDGE 
GAP 
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 CHAPTER TWO: LITERATURE REVIEW – DOOR TO THE KNOWLEDGE 
GAP 
2.1 Chapter outline  
This chapter presents the literature review and opens the door to the originality of the 
research. The purpose of the literature review is to show the current state of knowledge and 
therefore to identify any gaps in the knowledge around the WASH needs of PM women, and 
to provide the theoretical framework for the research through exploring relevant discourses. 
It aims to ensure that this research does not duplicate any previous research and avoids the 
mistakes of previous work done, informs the development of the methodology and creates a 
new field of research by identifying a gap. The literature review highlights how the WASH 
needs of PM women is a new area of research by highlighting the gap in the literature, 
emphasising the absence of the topic from existing discourses which inform the discussions in 
the thesis, thereby opening the door to the knowledge gap of the topic. 
The literature review begins by outlining the literature search strategy in Section 2.2, 
discussing the process of conducting a systematic search. The theoretical framework for the 
study aims to conceptualise the key contributing themes informing the research, namely: the 
background to equity and inclusion in WASH (Section 2.3) which highlights the needs of PM 
women as a new stream of research that draws upon and contributes to this field; a medical 
and cultural understanding of the perimenopause (Section 2.4), which influence the hidden 
nature of the topic; perspectives of ageing and the menopause from the Global South (Section 
2.5), which highlight the absence of WASH in existing discussions, and possible biological and 
cultural elements to consider. Reviewing the literature on menstrual hygiene management 
(Section 2.6) and urinary incontinence management (Section 2.7) highlights the ignorance of 
the perimenopause in these relevant areas of work, which in themselves are recently 
emerging. The literature review contextualises the research in Ghana, drawing on the 
background of the country (Section 2.8), issues of gender and poverty dynamics (Section 2.9), 
women’s health (Section 2.10), urbanisation (Section 2.11) and water and sanitation provision 
(Section 2.12), before ending by highlighting the relevance of these aspects to the research 
and stating the gap in the knowledge to be addressed.  
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2.2 Literature search strategy 
2.2.1 Systematic literature searching  
This study has incorporated a systematic search of the literature. Literature searching is a 
crucial aspect of the research process because it: 
• Identifies either work done or relevant to the research 
• Prevents duplication of research 
• Avoids the mistakes of previous work 
• Aids planning of the methodology 
• Aids identification of the gaps in the research to create a new field.  
 
It is usually expected that a thorough search takes up to 30 weeks (Hart, 2001). A thorough 
and effective search of the literature requires planning. The key elements involved are to 
identify the topic, identify the limits of the topic, determine reference tools, establish how to 
keep a record, and to plan the search. Planning the search also includes establishing the key 
words and different search combinations to be used. Keeping a search record or log provides 
the evidence that the search was comprehensive. The search for literature in this study also 
incorporated the Boolean operator ‘AND’. This enabled each database to search for literature 
related to terms on both sides of the operator (Hart, 2001).  
2.2.2 Literature search process  
A systematic search strategy was implemented to search for literature in relation to WASH 
needs for PM women, which comprised several different stages. Firstly, the relevant search 
terms that were thought to be appropriate in providing data on parts of the topic were 
identified. These terms included, but were not limited to: ‘perimenopause’, ‘menopause’, 
‘pre-menopause’, ‘climacteric’, ‘hygiene’, ’water supply’, ‘sanitation’, ‘older women’, 
‘menstruation’, ‘hot flushes’, ’bathing’, ‘change of life’, ‘ageing’, ‘developing countries’ and 
‘bleeding’.  
 
Secondly, these individual terms were entered into 12 selected academic databases in 59 
different combinations using the advanced search tool within each database. The databases 
that were used for the literature search were: the WEDC Knowledge Base, Science Direct, IRC 
WASH Database, Zetoc, Water Resources Abstracts, Web of Science, Web of Knowledge, 
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MEDLINE, ProQuest, Geobase, Compendex, and Google Scholar. Following consultations with 
academic librarians, these databases were chosen for the search as it was felt that they had 
the most relevance to the fields of water and sanitation in the context of civil engineering, and 
women’s health in relation to ageing and the menopause. A search using the same terms was 
also conducted within the Loughborough University and Leicester University library 
catalogues.  
 
Each individual term was entered into a separate row in the advanced search tool and the 
Boolean operator ‘AND’ was then selected from the drop-down menu. The different 
combinations used are found in Appendix 2. 
 
After selecting the bank of key words to be used in the search, as discussed earlier, the 
databases for conducting the search were selected. The databases were then searched with 
the pre-set search combinations, the results of which were recorded into a Microsoft Word 
document. The results retrieved from the search were reviewed by reading the abstracts for 
their relevance, and then retaining the records which were deemed most relevant to the 
study. This process was repeated for each database. The search was originally conducted 
between October 2013 and March 2014. The literature search was updated annually in the 
summers of 2014, 2015, 2016 and 2017.  
2.2.3 Results of the literature search  
A detailed record of the results was kept in a table for each individual database in a Microsoft 
Word document. This table provided a record of the search term combination used, the results 
of the overall search, which were reviewed, and the relevant results which were retrieved 
from the search and then included in the literature review. Table 2.1 presents sample results 
from the WASH databases (WEDC Knowledge Base and IRC WASH) and from Science Direct, a 
non-WASH database. The totals presented in the last row of each table are reflective of the 
searches' focus on the topic of WASH and the perimenopause, which are two individual topics 
which have been merged for this research. These topics have been explored separately but 
until this research was conducted, have not previously been explored in relation to each other. 
Hence the last row of the table reflects the total number of results for searches for the two 
topics combined. 
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Search term WEDC 
Knowledge 
Base 
Science 
Direct 
IRC WASH 
database 
Perimenopause + change of life + 
sanitation 
4829 
reviewed 
0 relevant 
9 reviewed 
0 relevant 
0 reviewed 
0 relevant 
Ageing + sanitation + bleeding + 
menstruation + developing countries 
12236 
reviewed 
0 relevant 
18 reviewed 
0 relevant 
23 reviewed 
0 relevant 
Ageing + perimenopause + 
developing countries + water supply 
15396 
reviewed 
0 relevant 
31 reviewed 
2 relevant 
927 reviewed 
0 relevant 
Total results included in the 
literature review  
0 2 0 
Table 2.1:Sample results of literature search 
At a later date, all results from the literature search from each of the databases were collated 
within a single spreadsheet. The full results can be found in Appendix 2.  
A second strategy was also employed for literature searching. Using selected search term 
combinations from the list provided in Appendix 2 which were felt to be the most relevant to 
the topic, search alerts were set up within Science Direct and Zetoc. However, these alerts did 
not retrieve relevant results. Table 2.2 gives examples of the search alerts for Science Direct:  
 
• Perimenopause + developing countries  
• Perimenopause + hygiene + developing countries  
• Menopause and (developing countries) 
Table 2.2: Search alerts set up for Science Direct 
Figure 2.1 shows a PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-
Analyses) diagram (Moher et al, 2009) to represent how these results were synthesised for 
the literature review: 
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Figure 2.1: PRISMA flow chart of literature search (Diagram: Amita Bhakta) 
The search involved different stages. Records of literature were identified through initial 
searches of scientific databases (e.g. Science Direct, Zetoc) and other sources (Google Scholar) 
using the pre-set search term combinations. From these searches, 228 records were screened 
for eligibility. Records were eligible for inclusion in the literature review if they were: non-
medical, related to the Global South, and discussed WASH-related practices during 
perimenopause. Records could be from any year and no date limit was set to maximise the 
potential to identify suitable literature. Ultimately 198 records were excluded at the screening 
stage of the research, and 30 results were included.  The results of the search focussing upon 
PM and WASH are reviewed in Section 2.5, with the remainder of the chapter providing 
theoretical context.  
 26 
 
2.2.4 Analysis of the literature search results 
The results of the literature search which were to be included were analysed to form the 
themes of the literature review. The literature identified from the search was analysed for 
indications of WASH practices during the perimenopause. The aim of this analysis was to 
ascertain potential hygiene practices to explore in relation to PM women’s needs. The results 
retrieved from the search mainly focussed on the experiences of the perimenopause and 
menopause of women in the Global South, with details on the symptoms experienced, and 
cultural beliefs (Section 2.5).   Each result of the literature search was analysed by initially 
reading the abstract of each paper, and then reading the main text in more detail to explicitly 
look for any indication of WASH needs or links to WASH generally, such as infrastructure or a 
particular practice. However, the analysis identified that the WASH needs of PM women was 
largely absent from this literature. The next section highlights the neglect of the 
perimenopause in debates around equity and inclusion in WASH, evidenced by the literature 
on other marginalised and excluded groups, but not PM women.  
2.3 Equity and inclusion in the WASH sector: tracing the past 50 years 
Researching the WASH needs of PM women contributes to the debates around equity and 
inclusion, which have shifted over time. Fisher, Cavill and Reed (2017) have traced these 
trends to analyse changes in discussions over gender but also in other marginalised groups. 
2.3.1 The 1970s-1990s: Women in Development to Gender and Development 
The First UN Conference on Women was held in 1975, in Mexico City, Mexico, at a time when 
women’s roles, perceptions and experiences were becoming an important area of focus. 
Women in Development (WID) approaches recognised women’s experiences of development 
as different to those of men (Moser, 1993). The Basic Needs Approach, which focussed on 
ensuring people’s basic needs were met, ran in parallel to the recognition of the importance 
of women and gender in WASH (International Labour Organization, 1976). Women’s roles as 
collectors of water, carers, and managers of the household were reflected in WASH 
programming, which sought to enhance women’s ability to fulfil these reproductive roles or 
‘unpaid care work’ (Palmer 1977; Esquivel 2014). The particular focus of WID was to alter 
existing development practices and to ensure that economic resources, which were scarce, 
were diverted to women (Razavi and Miller, 1995). WID was influenced by both a rise in the 
 27 
 
women’s movement in the north for equal rights and equity for women, and an emergence in 
research on women in developing countries. 
WID, and the later Women and Development (WAD) approach did not recognise the impact 
of class, gender social relations on development processes. Gradually, there was a transition 
to WAD between the 1980s to the 1990s. The WAD approach distinguished the knowledge of 
women, their work, roles and responsibilities, calling for greater active recognition of the roles 
of women in development processes. A key element of WAD was to incorporate women’s 
issues into national and international agendas and to change policies accordingly (Connelly et 
al, 2000). 
The Gender and Development (GAD) approach drew away the focus on women alone and 
began to assess the dynamics of gender relations which influences the role of women in 
society. In turn, the structures and processes that engendered ideologies of men having 
control and power over women could be analysed through GAD. This holistic approach 
assessed how social hierarchies interplayed with gender, and brought about the ability of 
women to become social actors in development at a broader scale (Peet and Hartwick, 2009).  
2.3.2 Gendered approaches to WASH 
In the context of provision of WASH, a gendered approach seeks to ensure that the roles, 
responsibilities and attitudes of both women as well as men are taken into consideration. It 
recognises that there is unequal access to and control over WASH-related resources, and that 
the impacts, benefits reaped, and the nature of work will be different for men and women.  
Social hierarchies, which determine the position of men and women in the context of family, 
community and society levels must be understood, particularly in relation to male dominance. 
Dynamic changes in gendered roles in WASH provision as a result of economic, social and 
technological trends are a crucial part of implementing a gendered approach and meeting the 
needs of both men and women (Maharaj, 2003). The gender approach also needs to recognise 
both the co-operative and conflicting aspects of the relationships between men and women 
(Razavi and Miller, 1995).  
Based on this literature it appears that this study, on the WASH needs of PM women, needs 
to consider the role of gender in terms of governance strategies and the extent of influence 
that PM women may have in ensuring that their own WASH needs are met.  
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2.3.3 The 2000s: Gender mainstreaming  
Gender mainstreaming in WASH became of importance during the 2000s, influenced by the 
1992 Dublin Principle 3, that ‘Women play a central part in the provision, management and 
safeguarding of water’ (ICWE, 1992) and the 1995 Beijing Conference on gender, though this 
conference scarcely mentioned WASH. The Millennium Development Goals through MDG3 
aimed to ‘promote gender equality and empower women’, with the single target to ‘eliminate 
gender disparity in primary and secondary education […] no later than 2015’. The 
establishment of the Gender and Water Alliance and the Women for Water Partnership 
reflected shifts to raise the profile of women in the context of WASH (Fisher et al, 2017). 
An engineering approach to gender mainstreaming was put forward by Reed et al (2007), who 
provided practical guidance for engineers, technicians and project managers to provide 
infrastructure for the needs of women and men, based on Narayan’s (1995) argument that 
what is good for women is good for all. Gender mainstreaming is defined as ‘the process of 
assessing the implications for women and men of any planned action, including legislation 
policies or programmes, in all areas at all levels’ (UN-ECOSOC, 1995). These programmes are 
mainstreamed in design, implementation, monitoring and evaluation (Maharaj, 2003). 
Gender mainstreaming actively involves women as well as men in decision making.  Gender 
affects the share of burdens, benefits and responsibilities assigned to men and women. 
Gender mainstreaming must also consider: uses and purposes of water for men and women; 
contributions to the development and management of water resources for men, women, rich 
and poor; decision makers; beneficiaries of project knowledge, training and jobs; benefits 
from projects and who controls those; who carries the costs; and equity according to gender, 
age, wealth, religion and ethnicity (Gender and Water Alliance, 2003).  Fisher’s (2006) For Her 
it’s the Big Issue report focussed further on the issues faced by women and the need to have 
women at the centre of WASH management and decision making.  
2.3.4 WASH services for women 
WASH service provision has relevance for women in a range of different ways. The report by 
Fisher (2006) entitled For Her it’s the Big Issue written for the WSSCC neatly summarises the 
relevance and benefits of WASH services for women in particular: 
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• WASH services targeted towards women specifically provides them with greater 
privacy and dignity. 
• Health and wellbeing is maintained through healthier pregnancies and improved 
experiences of childbirth.  
• Attendance of girls at school is increased through removing the need for girls to collect 
water and providing improved facilities in schools.  
• Women gain greater recognition for their skills beyond their traditional roles, and gain 
a voice in the community to raise their own individual needs.  
• Women can earn an income because the time required to collect water is then utilised 
for commercial activities.  
2.3.5 Equity and inclusion in the 2010s: Rights, caste, disability, MHM, and gender-
based violence 
The Sustainable Development Goals (SDGs) are based on the principles of equality and non-
discrimination, seeking to ‘leave no one behind’ irrespective of gender, race, ethnicity, 
geography, disability or other individual circumstances (UN, 2016; Wilbur, 2016). One current 
debate in the WASH sector focus on equity and inclusion. Equity recognises the differences 
between individuals and identifies the resources and support required for each individual to 
realise their rights to WASH. Inclusion ensures that all individuals including the marginalised, 
discriminated against and the disadvantaged have access to services and are actively involved 
in realising their rights (Gosling, 2010). The 2010s have been characterised by the WASH sector 
as ‘pulling the scales from our eyes’ (Chambers, 2012: 14), where equity and inclusion issues 
and ensuring access to safe water and sanitation for all are concerned. Debates on equity and 
inclusion in recent years have been propelled by the Equity and Inclusion Framework 
produced by WaterAid (Gosling, 2010), which aims to support their goal to address exclusion 
in WASH, which is shaped by inequalities in power relations and over who controls access to 
water. The concern for ensuring equity and inclusion in WASH is evident through tangible, 
practical outputs such as guidance manuals and toolkits for menstrual hygiene management 
(House et al, 2012) and Violence, Gender and WASH (House et al, 2014). 
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NGOs are increasingly shifting from a needs based to a rights-based approach in light of the 
SDGs’ foundations in human rights principles (Wilbur, 2016). Access to safe drinking water and 
sanitation was outlined as a human right for all by the UN Human Rights Council. The 
resolution put forward by the UN Human Rights Council (2013) states that without being 
subjected to any form of discrimination, everyone has the right 
 ‘to sufficient, safe, acceptable, physically accessible water for personal and 
domestic use and to have physical and affordable access to sanitation, in all 
spheres of life, that is safe, hygienic, secure, and that provides privacy and 
ensures dignity’.  
The rights-based approach to the provision of water and sanitation services for all marks a 
transition from ensuring equity for individuals through meeting their needs, by analysing and 
aiding their transition towards becoming active agents and drivers of their own development 
(Gosling, 2010).  
The rights-based approach has acted as a catalyst for exploring the needs of other groups. 
Joshi and Fawcett (2001), who explored the role of caste in India on access to WASH, identified 
that low caste women are likely to be excluded from programmes designed to be gender 
sensitive.  
Over the past decade, the needs for menstrual hygiene management (MHM) for schoolgirls 
has been explored thoroughly after the work on menstruation by Bharadwaj and Patakar 
(2004). Studies on MHM in schools are now widespread (Crofts and Fisher, 2012; Jewitt and 
Ryley, 2014). Gender-based violence has also been examined through the lens of WASH 
(House et al, 2014). Incontinence (Giles-Hansen, 2015) has recently entered the realms of 
WASH exploration.  Disability and WASH has been extensively explored (Jones, Reed and 
Bevan 2003; Jones and Reed, 2005; Fisher, 2005; Jones and Jansz, 2008; Jones et al, 2012; 
Jones and Wilbur 2014). Jones and Reed (2005) called for WASH provision to have a greater 
consideration of the practical needs of individuals with disabilities. By focussing on the 
practical aspects of WASH infrastructure and programming design, this work demonstrated 
that WASH can be inclusive of individuals of all abilities, not just women. LGBTI individuals 
have recently come onto the WASH agenda (Benjamin and Hueso, 2017; Boyce et al, 2018). 
Overall, equity and inclusion debates run across three larger parallel streams of work. Firstly, 
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the involvement of women in WASH through the WID approach has progressed onto the 
recognition of WASH as a human right for all. Secondly, the inclusion of women and girls, a 
focus of debate in equity and inclusion through MHM in particular, has progressed onto 
exploring transgender issues as well as the differences between men and women. Finally, 
debates in WASH have moved on from looking at social aspects of inclusion to technical 
aspects of meeting the needs of all individuals, regardless of who they are. To date, the needs 
of PM women have been overlooked, and the door to their voices remains firmly closed. 
2.4 Overview of the Perimenopause 
2.4.1 Climacteric, perimenopause and menopause 
In the 1990s, the International Menopause Society (IMS) commissioned a project via the 
Council of Affiliated Menopause Societies (CAMS) to form the official definitions of terms that 
are associated with the climacteric and the menopause (Utian, 1999). These definitions used 
by CAMS incorporate some of those used by the World Health Organisation (WHO) (Box 3.1). 
Box 3.1 Definitions of the climacteric, perimenopause, menopause and related 
terminology (Utian, 1999)  
Climacteric: ‘the phase in the aging of women marking the transition from the reproductive 
phase to the non-reproductive state. The phase incorporates the perimenopause, by 
extending for longer the variable period before and after the perimenopause’ (WHO) 
Premenopause: ‘the entire reproductive period up to the final menstrual period’ (WHO) 
Perimenopause: ‘includes the time immediately prior to the menopause (when the 
endocrinological, biological and clinical features of the menopause commence) and the first 
year after menopause’ (WHO) 
Menopause: ‘the permanent cessation of menstruation resulting from the loss of ovarian 
follicular activity’. Natural menopause is identified to have occurred after 12 consecutive 
months without menstruation. Menopause is known to occur with certainty one year after 
the last menstrual period. (WHO) 
Menopausal transition: ‘the time before the menstrual period when variability in the 
menstrual cycle is usually increased’ (WHO) 
 32 
 
‘Postmenopause: ‘dating from the final menstrual period, regardless of whether the 
menopause was induced or spontaneous’ (WHO) 
 
At a broader level, ‘perimenopause’ is a term which is used to define the transitional period 
to menopause, in which menstruation ceases, and it is this definition which is adopted in this 
thesis. The perimenopause is also often referred to as ‘the change of life’ as the female body 
ages and begins to lose its fertility (Torpy et al, 2003). The perimenopause is a particular stage 
in a woman’s life that is also a part of a broader phase of transition known as the climacteric, 
in which the change from the reproductive to the non-reproductive stage is marked (Utian, 
1999).  
Menopausal and perimenopausal women can experience a wide range of different symptoms 
and associated health problems. In direct relation to changes in menstrual patterns, irregular 
menstrual periods are one of the most significant indicators of perimenopause (Torpy et al, 
2003).  Indeed, the anovulation (absence of ovulation) that characterises the perimenopause 
leads the endometrium to be exposed to more oestrogen, and therefore causes abnormal 
uterine bleeding (Mendoza et al, 2013).  
Further, perimenopausal and menopausal women often experience hot flushes/flashes and 
night sweats. It is estimated that 25% of women find hot flushes and night sweats as a negative 
influence on quality of life due to physical disruption, sleep deprivation and embarrassment 
(Archer et al, 2011). The precise causes of hot flushes and night sweats are not fully 
understood, but it is estimated that a decline in levels of oestrogen disturbs the temperature 
regulating mechanism in the hypothalamus (Hunter and Chilcot, 2013). 
2.4.2 Hormonal changes of the perimenopause 
The review of the literature to date shows that the majority of studies on the perimenopause 
have focussed on the biological and more specifically, hormonal changes that are experienced 
by women. These changes can be distinguished into different stages. The follicles in the ovary 
begin to deplete, marking the start of the menopausal transition (Khandwala, 1998). At the 
same time, oestrogen (the main form being oestradiol) and progesterone begin to decline. 
Declining oestrogen causes the symptoms of the perimenopause, such as hot flushes. 
Concurrently, follicle stimulating hormone (FSH) and luteinising hormone (LH) levels increase. 
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Increases in FSH lead to greater fluctuations in oestrogen levels in the menstrual cycles 
(Khandwala, 1998). Figure 2.2 shows a chart of the changes in these hormone levels during 
the perimenopause: 
 
Figure 2.2: Hormonal changes during perimenopause (Corio and Kahn, 2004) 
The next section provides an overview of the symptoms faced by perimenopausal women as 
a result of these hormonal changes.  
2.4.3 Symptoms of the perimenopause 
During the perimenopause, there is a wide variety of symptoms which may be experienced. 
Some symptoms of the perimenopause relate to changes in menstruation. The 
perimenopause is characterised by irregularity in menstrual periods, due to the stark 
variability in the length of the menstrual cycle, which can vary between 14 and 50 days (Dudley 
et al, 1998) instead of the expected 28-day cycle (Harlow et al, 2006). 
One health problem faced by some PM women who are approaching the menopause is 
menorrhagia. Menorrhagia is when there is heavy menstrual bleeding, and is understood from 
a medical perspective as a loss of more than 80ml of blood per menstrual cycle (Hallberg et 
al, 1966; Mosby's Medical Dictionary, 2017). Despite low levels of progesterone, the 
oestrogen levels produced by the ovaries are significantly higher and this causes the wall of 
the uterus, or the endometrium to continue to thicken over longer periods of time. Due to the 
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absence of changes in progesterone levels, PM women can face significantly heavier and 
prolonged bleeding (Duckitt, 2010). Lesions in the uterus wall, known as fibroids, can also 
occur and peak between the ages of 40 and 50, and contribute to menorrhagia (Marshall et 
al, 1997). 
A hot flush, or flash, is the most common symptom of the perimenopause (Torpy et al, 2003). 
A hot flush is a subjective heat sensation that is linked to a widening of the blood vessels 
followed by a sudden drop in temperature. Hot flushes usually begin in the chest and then 
spread upwards towards the neck and face (Stearns et al, 2002). Hot flushes usually last for 
two to three minutes but can be between one to thirty minutes long (Torpy et al, 2003). 
Combined with hot flushes, night sweats are the most common cause of sleep disturbance for 
PM women (Archer et al, 2011). A night sweat occurs when there is ‘copious sweating during 
sleep’ (Martin, 2010: 501).  Urinary incontinence is a symptom of the perimenopause 
(Sampselle et al, 2002). 
A review of the literature also indicates that the hormonal imbalances that women go through 
during the perimenopause can lead to different symptoms. Women can experience issues 
with poor memory and concentration, irritability, headaches, dizziness, palpitations 
(Nachtigall, 1998) and mood swings (Torpy et al, 2003). Other symptoms include premenstrual 
syndrome, irritability, changes to skin, vaginal dryness and musculoskeletal disorders (Avis et 
al, 2009; Hess et al, 2009) and migraines (MacGregor, 2012). Some studies in developing 
countries have emphasised that women who are going towards the menopause are also at 
risk of stroke, cardiovascular diseases, osteoporosis, gynaecological malignancies, and 
genitourinary conditions (Elias and Sherris, 2003). Breast tenderness is common amongst 
women who are approaching the menopause. However, the incidence of breast tenderness is 
believed to decline over time through the perimenopause (Dennerstein et al, 2000). Some 
symptoms of the perimenopause are ageing related. Briggs and Kovac (2015: 30) summarise 
that ‘joint pain is a common complaint in perimenopausal women […] oestrogen is thought to 
attenuate inflammation and promote cartilage turnover”’.    
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2.4.4 Cultural perspectives  
2.4.4.1 Cultural perspectives on the menopause 
There are a range of different cultural perspectives connected to passing through the 
menopause. Sheehy (1991) explains that the menopause and the issues surrounding it is a 
‘blood mystery’ often faced in silence. Greer (1991) explained that when women go through 
‘the Change’, the commonly used term to refer to the climacteric at a broader scale, the 
irrevocability of the menopause and the end of reproductive years is marked privately, 
without any public rite of passage. It is often the case that it is difficult for a menopausal 
woman to talk to her counterparts about her experiences, and has to deal with her changes 
alone and secretively. Women can perceive this period as a time for stock-taking and a time 
to be fully aware of what is going on, confronting the problem of ageing (Greer, 1991).  
The menopausal woman has a different experience of ageing than men. This is characterised 
by the portrayal in popular culture of women’s anophobia, or fear of old age (Campioni, 1997). 
For many middle-aged women, it is difficult to perceive themselves as either ‘old’ or ‘young’. 
As Greer (1991: 143) states, ‘though I in myself feel neither young nor old I know that I am 
old’.  
The menopause can be seen to mark the death of the womb and the ovaries; thus, part of a 
woman is believed to die. Whilst women can grieve for this, there is a belief that they will 
come through it much stronger (Greer, 1991). However, culturally, the menopause marks a 
time often characterised by feelings of loss: loss of menstruation, childbearing, youth, and in 
turn, womanliness (Mackie, 1997).  Thus, the menopausal woman often finds herself ignored 
by men; the loss of her femininity leaves her invisible (Greer, 1991). 
Media has a significant influence on cultural perceptions of the menopausal woman. In film, 
menopausal women remain mostly invisible in the public domain, exacerbated by a likening 
to the post-menopausal woman whose body typifies the ageing process (Rogers, 1997). 
Indeed, as Greer (1991) postulates, fiction often excludes middle aged women, with all 
heroines being young in classical books. Despite these cultural discourses in the literature, the 
WASH needs of PM women have been neglected globally. 
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2.4.4.2 Feminist (leaky) bodies  
In the context of the perimenopause and its associated symptoms, cultural understandings of 
the body, and particularly the female body, need to be acknowledged in order to provide 
effective WASH. Feminist discourses have discussed the ways in which the female body is 
excluded. According to Grosz (1994), female bodies are often characterised by their 
‘leakiness’, are uncontrollable, formless, entrapping, secreting and viscous. The female body 
is marked by leaking through menstruation, lactation and sweat (Pickerill, 2015), and is 
stereotyped as lacking any form of self-containment, therefore associated with revulsion and 
disorder. Menstruation often gets associated with excrement, henceforth the female body 
becomes regarded as unclean through its flows, making female bodies culturally inferior to 
those of men (Grosz, 1994).  
Kristeva (1982) argues that clean and proper bodies, symbolising purity, emerge through 
abjection and what falls out of them. Abjection is about the lived experiences of the body, and 
social and cultural expectations of the body. As such, abjection towards bodily waste means 
that some parts of the body are privileged over others, such as sources of menstrual blood 
and sweat, because they are seen as dirty (Kristeva, 1982).  Douglas (1980) suggests that 
nothing in itself is dirty, but dirt upsets the social order by being out of place. Dirt is a site of 
vulnerability and endangers social and individual systems, because it is unincorporable and 
locates threats to the bodily system (Douglas, 1980).  Bodily fluids reflect that the body is 
permeable: ‘bodily fluids flow, they seep, they infiltrate, their control is a matter of vigilance, 
never guaranteed’ (Grosz, 1994). As this thesis discusses, there are different bodily fluids that 
PM women need to manage through WASH. 
2.4.4.3 Dirt, disgust and hygiene 
Humans have an instinct to react to dirt with disgust. Disgust is ‘the motivation to behave 
hygienically’ (Curtis, 2007:661). Disgust is a basic human emotion which is universal to all 
people (Darwin, 1872). Disgust manifests through facial expressions, for example the wrinkling 
up of the nose, neurological changes such as lower blood pressure, and actions taken by 
people such as saying ‘yuk!’ or shuddering (Rozin et al, 1993). Expressions of disgust are 
recognised cross-culturally (Mesquita and Frijda, 1992). Disgust is elicited by different sources 
of poor hygiene. Hygiene is the “practice of keeping oneself and one’s surroundings clean, 
especially in order to prevent illness or the spread of disease” (Boot and Cairncross, 1993:6). 
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The origins of hygiene lie in the Greek term hygienios, meaning health or being healthful (Reed 
and Bevan 2014). There are many different sources of disgust which result from poor hygiene. 
Some which are notably relevant to the perimenopause include menstrual blood, urine and 
sweat, included in a lengthy list of sources of disgust by Curtis and Biran (2001). These aspects 
of disgust highlight the importance of hygiene for PM women, and therefore, the need to pay 
attention to WASH for PM women. 
2.4.5 Social exclusion and ‘vulnerability’: perimenopausal women as a hidden 
group 
PM women’s WASH needs have parallels with social exclusion. ‘Social exclusion’ is a contested 
term. For Kenyon (2003:99), social exclusion is ‘a multi-dimensional concept, the process of 
interplay between a number of factors, unique to the individual or group, the consequence of 
which is a denial of access to the opportunity to participate in the economic, political and 
social life of the community. This process results not only in a diminished material and non-
material quality of life, but also in tempered life chances, choices and a reduced level of 
citizenship’.  Philo (2000) explains that exclusion can also be understood spatially as well as 
socially. For Philo (2000), exclusion is a process in which individuals become separated from 
what are understood to be normal ‘rounds’ of living and working in the context of society. 
Social exclusion of different groups can also tie into concepts of being labelled as ‘vulnerable’, 
‘discriminated’ and ‘marginalised’, which manifest through less access to economic 
opportunities, less political power and poorer levels of education. These factors are often 
interconnected, in that a lack of education provides fewer economic opportunities, a poorer 
economic status can lead to poorer health, and the reduced political influence of an individual 
is determined by having a lower social status (Reed et al, 2007).  This in turn can mean that 
groups are less ‘visible’. These groups can be hard-to-reach because they are socially or 
physically hidden, avoiding contact with officials such as census enumerators (Singer, 2013), 
or hidden because of their circumstances such as prostitutes (Faugier and Sargeant, 1997). 
Groups such as LGBTI people who are facing domestic violence are hidden because they are 
dealing with multiple issues (Harek, 2009).  
Perimenopausal women deal with their symptoms alone and on an individual basis. PM 
women have parallels with social exclusion when it comes to WASH, because they hide the 
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internal issue of the WASH practices but are not necessarily always excluded from society as 
individuals. PM women are only excluded on the basis of their gender and age, and are not 
explicitly vulnerable as a population. Women who are going through the perimenopause 
cannot be regarded as vulnerable because all women pass through this life stage, regardless 
of their background in terms of, for example, socio-economic status or nationality. However, 
the parallels with social exclusion lie in the neglect of their WASH experiences by scientists, 
the private experiences not being shared as a public issue and because ageing overall, 
particularly for women, is a taboo issue. The issue of WASH needs during PM is arguably the 
matter of exclusion overall, rather than PM women themselves.  
2.5 Ageing and the menopause in the Global South 
The perimenopause is becoming an increasingly relevant issue to discuss in the context of 
WASH as the global population continues to age but has not yet gained attention. The United 
Nations predicted that by 2025, life expectancy at birth will be up to 69 in the developing 
world, and that there will be little difference in life expectancy between the developed and 
the developing world (Diczfalusy, 1986). According to Hill (1996), approximately 25 million 
women pass through the menopause annually at a global scale. By the 2020s, this figure will 
rise to 46.5 million women per year. 10 million of these women will be from China, 8 million 
from India and 7 million from other parts of Asia. By 2030, 13.7% of the global population is 
predicted to consist of women who are aged 50 and over (Hill, 1996).  
The few studies to date on the perimenopause in low-income countries have shed light on 
various medical and cultural factors in relation to ageing and the climacteric. However, the 
links between the perimenopause and WASH are not evident from this literature. The next 
section reviews this literature to highlight the absence of WASH issues in relation to the 
perimenopause.  
2.5.1 Medical symptoms 
2.5.1.1 Global average incidence of PM symptoms  
The wide-ranging experiences of PM women in terms of symptoms mean that the average 
incidence of PM symptoms globally cannot be easily quantifiably determined. Therefore, the 
studies reviewed in this chapter cannot be compared to a global average. The sparse literature 
on the menopause in low-income countries does not mention any global averages for 
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comparison, nor do any significant reports on the issue. This research takes a feminist 
approach, which focuses on placing women at the centre of the work to allow their stories to 
be heard, which have been obscured by traditional science and quantitative methods 
(Sangster, 1994). Thus, the intent of this section is not to provide an in-depth, traditional, 
quantitative analysis of the prevalence of symptoms across the world, but to accept that the 
literature reviewed reflects the experiences of women as their truth. Quantifying this data 
risks invalidating the narratives of the women from the studies in this section. Quantitative 
data has been provided where it is available but is not of primary importance to recognise that 
these symptoms are pertinent to research. The next sections review the medical literature on 
PM, menopausal and climacteric symptoms across Africa, Asia and Latin America. 
2.5.1.2 Africa  
Moore (1981), who explored climacteric issues in Africa overall, highlighted at the time that 
climacteric symptoms are equally as prevalent in low-income countries as they are in 
developed countries, and therefore medically the same. The average age of the menopause 
in Africa is reported to be 48 (Okonofua et al, 1990). This compares to an average age of 
menopause in the Global North of 54 in Europe (Dratva et al, 2009) and 51.4 in the USA (Gold 
et al, 2001). In the Global South, the average age of the menopause is 48.6 in Latin America 
(Castelo-Branco et al, 2006), but is variable across Asia, with women in Thailand reaching the 
menopause at the average age of 49.5 to 50.1 according to two studies of Thai women 
(Chompootweep et al, 1993; Punyahotra et al, 1997), but Indian women reaching menopause 
at the earlier age of 45 (Kapur et al, 2009). The ages presented in these studies reflect an 
overall earlier onset of menopause in the Global South compared to the Global North. Factors 
affecting these differences include country-level improvements in nutrition and health, 
education, unemployment levels, having a single marital status, and diet (Palacios et al, 2010). 
Wide-ranging differences in the age of the menopause between countries and between global 
regions means that it is challenging to determine a global average age of the menopause 
(Makara-Studzińśka et al, 2014).  
Some country-specific studies have documented experiences of the menopause and 
perimenopause amongst African women. According to Gadalla (1986) Egyptian women 
experience more climacteric symptoms than women in Western countries from the 
perimenopausal to postmenopausal stages. In a later study by Gohar (2005), 87.7% of PM 
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women reported hot flushes, 89.5% complained of tiredness, 58.8% had issues with vaginal 
dryness, and 93% of PM women had problems with backache. In relation to sanitation, 
Hammam et al (2012) found that working Egyptian women reported exacerbation of 
menopausal symptoms in the absence of sanitary facilities. 
In Ghana, where this research was conducted, the average age of the menopause has been 
recorded at 48.05 years (Kwawukume et al, 1993). Symptoms experienced by menopausal 
women in Ghana include: irregular periods, hot flushes, night sweats, incontinence, joint pain, 
sleep loss, vaginal dryness, tiredness, palpitations, headaches, poor memory, irritability, 
decreased coitus, weight gain, and depression (Kwawukume et al, 1993; Odiari and Chambers, 
2012; Sertorglo et al, 2012; Seffah et al, 2008). In Zimbabwe, Moore (1981) studied the 
climacteric symptoms of women from the Mashona, a large racial group from the Shangana 
and Kalanga tribes in the triangle area. This study sought to identify whether the climacteric 
symptoms described by women in high-income countries were also applicable to women from 
low-income countries. Indeed, Moore (1981) found that 43% of climacteric women 
experienced symptoms directly linked to changes in the nervous system, including sweats, hot 
flushes, palpitations, and indigestion. 52% experienced metabolic symptoms such as vaginal 
dryness, urinary problems, headache, backache, joint pains, hair and skin changes and pain 
during intercourse. These metabolic symptoms were found to have a positive correlation with 
age amongst post-menopausal women, suggesting that these symptoms were increasingly 
linked with ovarian failure.  
A study in Nigeria has iterated that the menopausal rating scale used in Europe and America 
is valid amongst Nigerian menopausal women (Kupoluyi et al, 2015).  
2.5.1.3 Asia 
Chompootweep et al (1993) identified that in the cohort of PM women who participated in 
their study, 22.3% had hot flushes and 17.5% had night sweats. Similarly, Punyahotra et al 
(1997) argue that from the results of their study of pre-menopausal, PM and post-menopausal 
Thai women, PM women reported the highest incidence of hot flushes, insomnia, shortness 
of breath, urinary problems and an upset stomach. 
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A study of Chinese nurses in Beijing discovered that in some cases the prevalence of symptoms 
such as hot flushes and sweats increases as women make the transition from premenopause 
to perimenopause to post-menopause (Liu et al, 2013) 
In Karachi, Pakistan, Wasti et al (1993) interestingly found that urban slum dwellers were the 
least likely to experience climacteric symptoms. Wasti et al (1993) conducted a comparative 
study between three groups of women. Group one consisted of poor, urban slum dwellers, 
group two were women attending to patients in a hospital, and group three were wives of 
retired defence officers with access to free health care. The statistical analysis from this study 
reflected stark differences between the experiences of PM symptoms of women from 
different socio-economic groups. Only 7% of the slum dwellers in group one experienced hot 
flushes, compared to 57% of the women working in the hospital in group two and 50% of the 
wives of retired defence officers in group three. Similarly, group one presented the lowest 
prevalence of night sweats at only 13% of the group, compared to 35% of group two and 51% 
of group three. Psychological symptoms such as anxiety, mood changes and memory loss were 
experienced by 21% of group one, 45% of group two, and 39% of group three. Overall, the 
lowest socio-economic group, the slum dwellers in group one, had the lowest prevalence of 
symptoms. Wasti et al (1993) link this to the fact that low socio-economic status can lead to 
women overlooking these symptoms due to the difficult situation they are in and their socio-
economic problems being of greater importance. A further study in Pakistan (Akhalaque et al, 
2017) identified higher levels of osteoporosis in menopausal women due to lower bone 
mineral density.  
In a study in Gujarat, India (Trivedi and Pandya, 2017), 57.4% of women in a sample of 
menopausal women experienced hot flushes, 50.6% experienced night sweats and 38.11% 
experienced joint pain. Other symptoms relating to the menopause included mood swings, 
forgetfulness, loss of libido, sleep loss, cardiovascular disease, and weight gain (Trivedi and 
Pandya, 2017). 
Binh and Nhung (2016) explored menopausal health risks in middle aged women in Vietnam. 
It was identified that women who reached the menopause at aged 45 were at the highest risk 
of getting type 2 diabetes compared to women who were menopausal at a later age (Binh and 
Nhung, 2016). 
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2.5.1.4 Latin America 
Climacteric women in the Brazilian Western Amazon have reported various issues that they 
are contending with. The most prevalent of these are hot flushes, muscular-skeletal joint pain, 
and worries over ageing (da Silva and d’Andretta Tanaka, 2013). In a study of Movima Bolivian 
women, 41% had genital itching and 46% experienced severe hot flushes during ,their 
menopausal transition (Castelo-Branco et al, 2005). 
2.5.2 Cultural beliefs  
2.5.2.1 Africa 
The cultural beliefs surrounding the climacteric vary significantly between different African 
countries. Indeed, the climacteric stage is viewed positively and negatively according to 
different cultures in different parts of Africa. The majority of Africans consider the menopause 
itself, including the cessation of periods and symptoms such as sweats and flushes, as part of 
the ageing process for women (Wambua, 1997). 
Where the focus of this research lies, in Ghana, it was believed that the menopause marks a 
new stage in women’s lives (Field, 1960). The menopause provided freedom to reside with 
men, take part in rituals such as bathing corpses, and visit ancestral shrines. Women could 
even become chiefs after becoming free of menstruation in Mamprusi and Dagomba ethnic 
groups (Oppong, 1974).  
In Nigeria, the Hausa women see the menopause as a marker of freedom, for they are no 
longer restricted to remain within the boundaries of the homestead, which is required in 
Hausa culture from the day of marriage. Yet, the menopause also signals that a woman is no 
longer recognised as a woman, marked by the prohibition of coitus from this point onwards 
(Johnson, 1982). 
For the Wikidum women of Cameroon, the menopause brings sexual freedom. Women 
perceive the menopause as providing the opportunity for extra-marital relations without the 
risk of pregnancy. In north-western Cameroon, tribes such as the Bamilikes see the 
menopausal woman as being as wise as a man and hence her position rises to that of a leader 
in society.  However, for the Diis women of the Adamoua plateau in Cameroon, the inability 
to bear children is likened to being a man, and menopausal women attract sympathy 
(Wambua, 1995). 
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At a broader scale, further education is needed on irregularity of periods during the 
perimenopause and dysfunctional perimenopausal bleeding in parts of Africa due to 
misunderstandings of associated malignancies as the number of women going through the 
perimenopause increases, in order to meet their needs. Menopause itself is associated with 
ill-health in some cases, as some cultures argue that menstruation is part of the cleansing 
process to keep women healthy (Wambua, 1997).  
2.5.2.2 Asia 
A study of the attitudes towards the menopause of fisherwomen in Kerala, South India 
(George, 1996) identified that the menopause is viewed positively in some groups of women. 
For the fisherwomen in this study, the menopause was regarded as positive for them because 
it enabled them to get on with their role of selling fish, without needing to worry about 
carrying sanitary protection. In turn, this enhanced their identity as fish sellers. 
2.5.2.3 Middle East 
Amongst Bahraini women, Jassim and Al-Shboul (2008) reported that the attitudes to 
menopause becomes more positive with age. However, there was a strong belief that women 
are no longer perceived as women once they have passed through the menopause. Moreover, 
80% of menopausal women in this study deemed the menopause to be a medical problem 
necessitating a visit to the doctor, but the views of PM women were not evident.  
2.5.2.4 Latin America 
Marvan et al (2013) revealed that PM Mexican women are also more likely to have a positive 
attitude to menopause than those who have had surgical menopause. This was felt to be 
because the natural transition to menopause enabled women to gradually adapt to the 
changes that they were faced with.  
A similar finding was also made by Leon et al (2007), who found that 93.7% of Ecuadorian 
women in their study felt the menopause was a normal event in life and not a problem.  
Kolwacek et al (2005) identified that 97.3% of pre-menopausal women approach the 
menopause with a positive attitude in Papua New Guinea. 
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2.5.3 The relevance of medical and cultural literature on the menopause from the 
Global South to the research 
In light of the studies discussed above, this research should consider the fact that there are a 
range of symptoms that are experienced by climacteric and particularly PM women which may 
require adequate WASH provision. The experiences of these symptoms are shaped by cultural 
attitudes. These studies have highlighted that a range of different types of WASH 
infrastructure may be necessary to cater for wide-ranging symptoms, but this is not recorded. 
In Ghana, the focus of this research, WASH services are lacking, but there are wide-ranging 
PM symptoms which require consideration in design and provision of infrastructure. To date, 
issues relating to PM women and their WASH needs have not received attention and the door 
to these needs is firmly closed within the literature. Having reviewed the literature that looks 
at cultural attitudes to menopause around the world, it needs to be acknowledged that these 
cultural beliefs may have influences on the WASH experiences of PM women but have not 
been considered to date. The literature has shown that there are wide variations in these 
cultural attitudes in different parts of the world, and therefore requires consideration in this 
research.  
2.6 Menstrual hygiene management (MHM) 
2.6.1 Menstruation and the perimenopause 
Menstruation is ‘the shedding of the uterine lining occurring on a regular basis in reproductive-
aged females in monthly menstrual cycles’ (House et al, 2012: 33). The symptoms of heavy 
(Duckitt, 2010) and irregular (Dudley et al, 1998) menstrual periods during this life stage 
suggest that MHM is of critical relevance to PM women. Yet to date, the literature on MHM 
neglects the perimenopause. 
2.6.2 Defining MHM 
MHM has been defined in the WASH sector as:  
‘women and adolescent girls are using a clean menstrual management 
material to absorb or collect menstrual blood that can be changed in privacy 
as often as necessary for the duration of the menstruation period, using soap 
and water for washing the body as required, and having access to facilities to 
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dispose of used menstrual management materials’ (Sommer and Sahin, 2013: 
1557).  
The recent expansion of work on MHM in the WASH sector has highlighted the need to expand 
this definition further to explore contributing factors to effective MHM. Sommer and Sahin 
(2013) state that for MHM to be provided with safety and dignity, five elements are needed: 
• Access to information, which is pragmatic and accurate 
• Access to MHM materials, which are hygienic, appropriate and affordable 
• Access to facilities, which provide privacy for women and girls for changing, washing 
and drying materials 
• Access to water and soap in an adequately private place for washing the body, 
menstrual cloths and clothes 
• Access to facilities to dispose of used menstrual materials 
In a school context where adolescent girls are concerned, however, MHM goes beyond these 
elements of the commonly used definition. A large body of work in schools has highlighted 
the need to provide information to girls and boys about menstruation, and providing support 
for schools to enable gender sensitive education and good experiences at school for girls 
(Sommer et al, 2017). This reflects that MHM is about software solutions as well as the 
provision of effective hardware. PM women menstruate and therefore the definition of MHM 
requires consideration in this context.   
2.6.3 The need for effective menstrual hygiene management in WASH 
It is estimated that on any given day, 300 million girls and women menstruate, and in their 
lifetime, they will spend 3,500 days bleeding (WSSCC, 2013). Menstruation begins at puberty 
(Kissling, 2002) and extends through to perimenopause (Duckitt, 2010). In a global context, 
52% of the world population is of reproductive age. Menstruation and effective menstrual 
hygiene is therefore a significant issue for women and girls, as, during the reproductive phase 
of life, periods often last between 5-7 days (House et al, 2012). Menstruating women and girls 
make up roughly a quarter of the global population (Ahmed and Yesmin, 2008).  
Menstruation, however, is a taboo in many countries and cultures, where women and girls are 
viewed as ‘dirty’, ‘impure’, ‘smelly’, ‘shameful’ and ‘contaminated’. Silences surround 
menstruation, despite being part of the identity of women and girls, because it goes against 
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perceived, public, feminine attributes (Winkler and Roaf, 2015). Adolescent girls often have 
poor knowledge about the reason why menstruation occurs, shaped by erroneous beliefs, 
which in turn shapes how they deal with it (Garg et al, 2001; Narayan et al, 2001; Khanna et 
al, 2005; Dasgupta and Sarkar 2008; Nemade et al, 2009; Jogdand and Yerpude, 2011; Kumar 
and Srivastava, 2011; House et al, 2012).  Girls can be shocked to see that they are bleeding, 
believe that they are being punished for doing something wrong, and believe that they are 
sick (House et al, 2012). Effective MHM is important for women and girls to be able to live 
healthy, dignified and productive lives. 
MHM also requires consideration of taboos which produce gender inequalities, inequities and 
exclusion with a negative impact on women and girls’ lives (Mahon and Fernandes, 2010). 
Inadequate MHM has various different consequences for women and girls, physically, 
mentally, socially and economically. Poor MHM means that girls and women are at risk of 
various health issues such as urinary tract infections, reproductive tract infections, anaemia, 
reduced food and drink intake, poor mental health and gender-based violence (Muralidharan 
et al, 2015).  
As a result of these consequences, the Water Supply and Sanitation Collaborative Council 
(WSSCC) states that ‘ignoring the menstrual hygiene needs of a woman is a violation of her 
rights’ (WSSCC, 2013). MHM has therefore gained much attention through the rights-based 
approach in WASH (Loughnan et al, 2016). MHM links to different human rights. MHM is 
important for ensuring that the right to water and sanitation (through water supply, toilets 
and the resulting good hygiene) is met. Under the rights-based framework, women and girls, 
regardless of whether they are menstruating or not, should have access to available, 
accessible, affordable, safe and acceptable water and sanitation services. It contributes to the 
rights of women to live in a clean environment, the right to health, the right to non-
discrimination and gender equality, and the right to education (RWSSP-WN, 2018).   
MHM contributes to the meeting of the Sustainable Development Goals. MHM ensures that 
women can have healthy lives and good wellbeing (Goal 3) if menstrual hygiene is considered 
as a critical component of reproductive health and is actively considered as an entry point to 
good adolescent sexual and reproductive health programming (WASH United and Simavi, 
2017). 
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MHM debates have focussed predominantly on the needs of adolescent girls. Effective MHM 
can lead to the achievement of inclusive, quality and education for all by enabling girls to 
attend school (Goal 4) (Sommer et al, 2017).  Girls in low-income countries often miss school 
as a result of menstruation, because of a lack of access to menstrual hygiene products, 
infrastructure and correct information (Global Citizen, 2017). Girls experience fear, shame and 
embarrassment, as well as physical pain whilst they are menstruating in school (House et al, 
2014; Jewitt and Ryley, 2014), and a lack of water, soap, privacy, and spaces to change mean 
that girls cannot manage their menstruation with dignity and safety (McMahon et al, 2011; 
Mahon and Fernandes, 2010; Mason et al, 2013; Sommer, 2010: Thakur et al, 2014). Girls in 
Kenya and Nepal miss up to five days and three days of school a month due to 
menstruation(Rubli, 2017). Some girls miss school altogether during their periods. Educating 
girls about menstrual health can improve their ability to manage menstruation, therefore 
enabling them to stay in school, and improving their access to education (Rubli, 2017). 
However, despite these discussions on the needs of adolescent girls at the start of 
menstruation, the MHM needs of perimenopausal women at the end of the reproductive life 
stage, when menstruation ceases, are neglected in the literature.  
Enabling women and girls to manage their menses with dignity and building positive social 
norms about menstruation by breaking down taboos can help to achieve gender equality and 
empowerment of women and girls (Goal 5). Ensuring availability and sustainability of water 
and sanitation for all (Goal 6) provides scope for women and girls to manage their 
menstruation in privacy and with dignity with access to water and sanitation facilities that are 
socially and culturally acceptable, safe and provide adequate disposal facilities for menstrual 
hygiene products. Further, attention to MHM helps to contribute to Goal 8, to promote 
inclusive, sustained and sustainable growth, full and productive employment and decent work 
for all, by enabling women to go to work if employers provide adequate sanitation facilities in 
the workplace, including water, soap, and disposal. Goal 12, to ensure sustainable 
consumption and production patterns, can be achieved through MHM by promoting 
environmentally-friendly menstrual products and sustainable ways of disposing of them 
(WASH United and Simavi, 2017). 
 48 
 
2.6.4 Tracing the work on MHM in the WASH sector 
MHM gained attention in the WASH sector in the 2000s, but the needs of PM women have 
been neglected. In their report Menstrual Hygiene and Management in Developing Countries: 
Taking Stock, Bharadwaj and Patakar (2004) highlighted the absence of MHM in WASH policy 
debates at the time, and called for policy makers and practitioners to work more closely 
together to provide practical solutions through materials, education and disposal facilities for 
women and adolescent girls to manage their menstrual needs. There were nine significant 
gaps in MHM identified by Bharadwaj and Patkar (2004): 
1. Whilst professionals thought about MHM in passing, they did not actively engage with 
it 
2. Professionals were astonished at the gap of work on MHM from technical and rights-
based approaches but did not know of any extensive work on the issues 
3. Gender mainstreaming literature was silent on the issue, and sparse work on 
availability of hygiene materials, water for washing and bathing and disposal of 
materials, was piloted but not followed up 
4. Work on school sanitation ignored aspects of privacy, availability of water and raising 
awareness among boys in relation to MHM 
5. Hygiene promotion focussed on software aspects of telling women and girls about 
good practice, but did not include boys or inform infrastructure design 
6. Research did not look into providing materials for the poorest of the poor and the 
production of low-cost biodegradable napkins 
7. Infrastructural design, waste management training and impact evaluation did not 
consider washing of soiled materials  
The identification of these gaps was a catalyst for a continually expanding body of work on 
MHM in the WASH sector. To date there has been a significant focus on the provision of MHM 
for school girls (e.g. Crofts and Fisher, 2012; Sommer, 2011; Kidney et al, 2013; Jewitt and 
Ryley, 2014), but literature leaves the door closed on the perimenopause. 
2.6.5 Importance of sanitation and water for MHM 
Whilst sanitation has traditionally been associated with the spread of disease, its definition 
has been expanded to include issues of dignity and privacy through the human rights 
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framework (Evans et al, 2009). This expanded definition can be used to consider the rights of 
menstruating women and girls, and their MHM needs, which are often overlooked in the ways 
in which sanitation systems are designed. Use of disposal sanitary materials such as natural 
materials (e.g. leaves, corn cobs) or cotton wool, cloth or tissue paper highlights the 
importance of effective disposal systems for menstruating women (Finley et al, 2004; Sommer 
et al, 2013). Sanitation systems need to consider the degree to which spaces in which 
menstruation is managed are public (i.e. inside the home or in more public spaces such as 
schools). This is important because MHM is regarded a secret issue which women and girls 
hide from each other, and from men and boys (Sommer et al, 2013). Thus, the secrecy of 
menstruation means that MHM seldom influences sanitation design (Sommer and Ackatia-
Armah, 2012), compounded by male-dominance in infrastructure investments (van Wijk-
Sijbesma, 1998). Sanitation systems should ideally facilitate discrete MHM as a priority 
(Sommer et al, 2013) in line with different beliefs and knowledge about menstruation (Van de 
Walle and Renne, 2001).   
Water is required as a critical component of MHM, required in sufficient quantities at home 
for women and girls to wash menstrual materials and to bathe. Measures of access to piped 
water onto premises which is safe to drink is not needed and therefore JMP measures do not 
cater for MHM. Non-potable water which is not piped is sufficient for washing menstrual 
cloths, because it does not need to be consumed, but should ideally be on premises for 
adequate hygiene. Further, availability of soap for washing materials and hands reduces the 
risk of disease spread (Loughnan et al, 2016). 
2.6.6 MHM techniques 
Women and girls use a range of traditional and techniques for MHM. House et al (2012) 
summarise these techniques, and their advantages and disadvantages (Table 2.3): 
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Sanitary protection 
method 
Advantages Disadvantages  
Strips of cloth/sari Reusable 
Available in local market 
Unhygienic if not washed properly 
Natural materials such as 
mud or cow dung 
Free 
Local 
High risk of contamination  
Uncomfortable and hard to use 
Toilet paper  Available in local market Falls apart and weak when wet 
Too expensive for the poorest 
Hard to hold in place 
Cotton wool Available in local market 
Good absorption 
Hard to hold in place 
Too expensive for the poorest 
Locally made reusable 
pads 
Locally available  
Generates income 
Cost effective 
Environmentally friendly 
Hard to reach potential users due 
to supply chain limitations 
Private spaces with water and soap 
needed for washing and drying 
Locally made 
biodegradable disposable 
pads 
Locally available  
Generates income 
Natural 
Environmentally friendly 
Poor absorbency and shape for 
heavy flow 
Commercially made 
reusable pads 
Cost effective 
Environmentally friendly 
Available online 
 
Cost prohibitive to users 
Private spaces with water and soap 
needed for washing and drying 
Commercially made 
disposable pads 
Available in most places 
except remote areas 
Different types and sizes 
available 
Well designed 
Cost prohibitive to users 
Generates a lot of waste and 
negative impact on the 
environment 
Tampons Convenient and 
comfortable 
Limited availability 
Cost prohibitive to users 
Generates lots of waste 
Insertion into vagina can be 
unhygienic if no access to water 
Can be culturally inappropriate 
Menstrual cups Re-useable 
Only need emptying, drying 
and washing 
Culturally inappropriate for girls 
due to insertion into vagina 
Dependent on water supply and 
soap for washing hands 
Menstrual sponges Re-usable 
Only need to wash and dry 
after removal 
Comfortable 
Natural product 
Expensive capital outlay 
Rip easily as delicate 
Only last up to 6 months 
Not for sale in USA due to safety 
concerns 
Table 2.3: Advantages and disadvantages of MHM techniques (House et al, 2012) 
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Poor access to MHM in low-income countries can result in women and girls resorting to using 
materials which are ineffective in terms of providing protection during periods and unhygienic, 
which poses risks to women’s health (House et al, 2012). Some examples of sanitary 
protection often used by women and girls include strips of sari or cloth, cow dung, and cotton 
wool. However, whilst many of these materials are locally available, they often have poor 
absorbency, can be unhygienic and can lead to contamination (House et al, 2012). It needs to 
be recognised that the use of sanitary protection is determined by individual choices and 
preferences. This choice is in conjunction with factors such as access to water supply, 
environment and the cost of materials (House et al, 2012). MHM techniques of PM women 
are unknown and not recorded in the literature, and the door to their MHM needs is closed. 
This research seeks to find these needs. 
2.7 Urinary incontinence management 
Urinary incontinence is a perimenopausal symptom (Sampselle et al, 2002), which requires 
management. The causes of incontinence in the perimenopause are not clear, with debates 
suggesting that, on the one hand, the cause is a decline in oestrogen which causes 
incontinence (Chen et al, 2003; Lin et al, 2005), and, conversely, incontinence is caused by 
natural factors of ageing (Robinson et al, 2013).  
The WASH sector has recently begun to explore the management of incontinence, an issue for 
PM women as well as other vulnerable groups. Incontinence ‘involves the involuntary loss of 
urine or faeces or both’ (Hafskjold et al, 2016: 220). According to the International Continence 
Society, one in four women over the age of 35 is affected by incontinence (Giles-Hansen, 
2015). High-income countries have wide ranging products for managing incontinence, such as 
disposable pads, pull up pants, diapers, and for men, disposable pouches, but limited 
availability, unsuitable product sizes and high costs compromise access to products in the 
Global South. Bedpans and commodes are available, and can be useful for those who have 
difficulty accessing toilets due to distance, safety or inaccessibility (Hafskjold et al, 2016). 
Financing products can be challenging if individuals cannot work themselves or require carers 
who cannot work and therefore incomes are compromised (Giles-Hansen, 2015).  
WASH considerations to be made for incontinence sufferers at a minimum include: adequate 
water supply and soap, private spaces for changing, washing and drying or disposal of 
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materials, which are needed to soak up urine and faeces, and guidance for carers. 
Incontinence has been considered by the WASH sector in humanitarian contexts to meet the 
needs of children with stress incontinence and older people with longer term illnesses in 
crises. Incontinence is taboo but requires attention under the human rights framework to 
provide sufferers with dignity, and to move forward from attitudes that it is a small-scale 
problem (Giles-Hansen, 2015; Hafskjold et al, 2016). MHM work by House et al (2012) refer to 
the use of MHM products for incontinence management. Work on disability and WASH (Jones 
and Reed, 2005; Jones and Wilbur, 2014) has drawn on the need for physical infrastructure 
such as lighting and commodes. WASH needs of incontinence sufferers can be met through: 
sensitive discussion with them about their needs, offering protection materials, soap and 
infrastructure such as commodes, training women and girls to make protective products for 
incontinent relatives, internal and external advocacy by the WASH sector, and collaboration 
between WASH and other sectors (Giles-Hansen, 2015). One indication of a link between 
incontinence during the menopause specifically and WASH is presented by Hamid et al (2015) 
who uses a phenomenology approach to discuss menopausal experiences of urinary 
incontinence in Iran. This study discusses the needs for ceremonial cleaning and bathing for 
prayer, and notes needs for more laundry and bathing to deal with urinary incontinence. This 
is the only instance such a discussion has been found in the literature with an indication of 
links to WASH, possibly due to the relative unacceptance to discuss these matters. Work done 
more broadly within the WASH sector on incontinence has failed to consider the needs of PM 
women.  
The next section of the literature review provides the background to the research context for 
the main phase of the research, conducted in Ghana. 
2.8 Background to Ghana 
2.8.1 Country overview 
Ghana is located in sub-Saharan West Africa, and is bordered by Côte d’Ivoire to the west, 
Burkina Faso to the North and Togo to the east (Error! Reference source not found.). The Gulf 
of Guinea runs across the whole southern coast of Ghana. Ghana was formally known as the 
Gold Coast from 1844 until the end of British rule in 1957. Ghana is divided into ten regions. 
The ten regions of Ghana are the Ashanti Region, the Brong-Ahafo Region, the Central Region, 
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the Eastern Region, the Greater Accra Region, the Northern Region, the Upper West Region, 
the Upper East Region, the Volta Region and the Western Region (Briggs, 2014). This study 
focusses on two cities in two regions. The capital city, Accra, is in the Greater Accra Region. 
The second city, Kumasi, is in the Ashanti Region (Utley, 2010).   
 
Figure 2.3: Map of Ghana’s regions, rivers and lakes (Map: Kate Moore) 
 In 2016, the approximate population of Ghana was 28.3 million, of which 14.4 million were 
female. By 2017 the population was projected at 28.9 million of which 14.7 million were 
estimated to be female (Ghana Statistical Service, 2016). 
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Ghana is a culturally diverse nation which, when created in the 20th century, did not account 
for the many different indigenous groups within the country. Over the past thousand years, 
trade, particularly in gold, drew different people to migrate to Ghana from around the world. 
As a result, there are around fifty different culturally distinct groups in Ghana, and each group 
has its own traditions, culture, history and dialect. Around half (47%) of Ghana’s population 
speak Twi and are of the Akan tribe (Utley, 2010). At least 46 African languages and 76 dialects 
are spoken in Ghana, grouped into the Akan, Mole-Dagbani, Ewe and Ga language groups 
(Briggs, 2014). The Ashantis, Fantes, Akuapims and Akyems are descendants of the Akan tribe. 
Eight percent of the country are from the Ga-Adangbe group, who were originally from the 
Yoruba empire in what is now southern Nigeria, and live between Accra and Tema on the 
coastal plains. The Volta region is home to mostly the Ewe people (13%) who also descend 
from the Yoruba empire. The main northern tribes of Ghana are the Mole-Dagbani (16%) and 
the Gonja (4%), who arrived in Ghana from the north in the 15th and 16th centuries (Utley, 
2010). 
6.4 million Ghanaians live in poverty. Poverty differences are regional, with the Upper West 
Region having the highest levels of poverty. Overall, rural poverty is higher than urban 
poverty; the gap between poverty in rural and urban areas has doubled since the 1990s, with 
rural poverty 4 times greater than urban poverty (Cooke et al, 2016). In 2009, average annual 
income per capita was an estimated $400 USD, with a daily wage of $2 USD (Arku, 2009).  
Lower-income areas of Ghana have limited access to WASH services (Mansour and Esseku, 
2017), which is reflected in disparities in access to WASH between urban and rural areas. In 
2015, water supply services were better in rural than urban areas; 44% of the population in 
urban areas had access to a basic service of safely managed water supply, 59% of the rural 
population did so. However rural and urban disparities are most reflected in sanitation 
provision. Ghana lags behind in sanitation provision, with only 9% of the rural population 
having access to a basic service of safely managed sanitation provision, and 19% of the urban 
population. Whilst 11% of the rural population had access to a basic service of hygiene, with 
a handwashing facility with access to soap and water on premises, this figure was higher in 
cities and towns, with 25% of the urban population having access to basic services 
(WHO/UNICEF JMP, 2017).  
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2.8.2 Water resources potential 
The potential for provision of water in Ghana is influenced by the country’s physical 
characteristics. Ghana is drained by three river systems: the Volta system (Red, White and 
Black Volta rivers and the Oti river), the South Western system (Bia Ankobra and Pra rivers), 
and the Coastal river system (Todzei/Aka, Densu, Ayensy and Ochi-Nakwa Ochi-Amissah). 
There is one natural freshwater lake in Ghana called Bosomtwe. Groundwater sources have a 
significant contribution to Ghana’s water supply. Ghana consists of a basement complex of 
crystalline igneous and metamorphic (54%), consolidated sedimentary (1%) and Mesozoic and 
Cenozoic (1%) rocks that line the Volta basin. During the rainy season, aquifers provide 
additional water supply through recharge in boreholes, and springs and wells which are a 
source of effective and cheaper water supply. There remains significant potential to reduce 
the pressure on piped systems through rainwater harvesting, with legislation being 
implemented at a Metropolitan, Municipal and District Assembly level (Government of Ghana, 
2007). 
2.9 Poverty dynamics and gender in Ghana 
2.9.1 Gender and poverty  
Poverty dynamics influence the low-income status of the PM women in Ghana who 
participated in this research. Gender mainstreaming is needed in Ghana because women are 
more excluded from society than men. Women experience poverty and lack of wellbeing due 
to not being able to participate effectively in the Ghanaian economy. Women’s responsibilities 
and duties in Ghana dictate their access to economic activities. Lower productivity and an 
inefficient economy and allocation of resources are the outcomes of gender inequalities (Tutu, 
2011).  Figure 2.4 shows the typical workload of the Ghanaian woman on an everyday basis.  
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Figure 2.4: The multiple roles of the Ghanaian woman (Desai and Potter, 2002) 
Women’s duties focus on marital roles, childcare, farming and food production. Whilst women 
represent 50.1% of Ghana’s labour force, the majority are in the informal economy, in 
agriculture, trade and manufacturing. Women have greater poverty than men (Wrigley-
Asante, 2012), due to constraints in land and labour, credit, poor service delivery, poor 
infrastructure access, lack of appropriate technology and few management skills (Duncan and 
Brants, 2004; MOFA, 2006; ADF-OSHD, 2008).  Division of labour in traditional and modern 
wage sectors is highly gendered, few women are able to break through and take up modern 
jobs, leading to lower economic status (Baden et al, 1994). Lack of support services and an 
inability to participate in decision making at different levels also contribute to high poverty 
levels amongst women in Ghana (Ardayfio-Schandorf, Brown and Aglobitse 1995; 
Government of Ghana 2003; Lund et al, 2008). To date, one strategy used in poverty reduction 
programmes in Ghana has been to increase access to credit among women, but this is 
challenging due to the lack of collateral amongst women to open bank accounts (Wrigley-
Asante, 2012). 
2.9.2 Gender governance and policy 
Addressing the WASH needs of PM women has relevance to gender policy in Ghana, but PM 
women are not mentioned in policy documents from Ghana. The Ministry for Gender, Children 
and Social Protection, established in 2013, has a mandate ‘to ensure gender equality, promote 
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the welfare and protection of children, and to empower the vulnerable, excluded, the aged 
and persons with disabilities, for sustainable national development’ (GoG, 2014a:1). The 
functions of the Ministry are multiple, and certain aspects are of relevance to gender 
specifically, namely ‘to promote gender equity in political, social, and economic development 
systems and outcomes’ and to ‘safeguard the security, safety and protection of the rights of 
the vulnerable in society, especially the girl child and women’ (GoG, 2014a). 
Ghana’s National Gender Policy (GoG, 2015: vii) has an overarching goal to ‘mainstream 
gender equality concerns into the national development processes by improving the social, 
legal, civic, political, economic and socio-cultural conditions of the people of Ghana 
particularly women, girls, children, the vulnerable and people with special needs; persons with 
disability and the marginalized’. Article 17 of the 1992 Constitution ‘prohibits discrimination 
of persons on the basis of gender’.  Clauses 1 and 2 of Article 17 guarantee ‘gender equality 
and freedom of women and men, girls and boys from discrimination on the basis of social or 
economic status among others’ (GoG, 2015).  The National Gender Policy has five 
commitments to achieve the goal which are relevant to PM women, namely:  
1) To increase efforts to empower women and facilitate access to livelihoods, education 
and work, and address disparities in health, agriculture and other matters 
2) To promote gender equality and adopt policy to address violence and discrimination 
and facilitate female empowerment 
3) To increase women’s participation in leadership, governments and decision making 
4) To improve women’s economic opportunities so that their basic needs are met 
5) To improve gender relations to give women an improved status relative to men and in 
turn, improve policy to meet their needs  
Policy Commitment 1, which concerns Women’s Empowerment and Livelihoods, makes 
specific reference to regularly reviewing programmes for women and girls, specifically 
mentioning WASH issues. The National Gender Policy also refers to the Maputo Plan of Action 
(2006), which aims to expand access to reproductive health through scaling up of midwifery 
services and reinforce partnerships (GoG, 2015). This highlights the need for attention to be 
paid to the needs of women at all life stages, despite the fact that the policy does not mention 
the perimenopause or menopause. 
 58 
 
2.10 Women’s health and the perimenopause in Ghana 
2.10.1 Older women’s health  
PM women’s WASH needs relate to issues surrounding older women’s health overall.  A 
Women’s Health and Ageing study was conducted in Accra with 1,328 older women aged over 
50, which provided a picture of older women’s general health (Duda et al, 2011), and includes 
women of perimenopausal age. This study identified joint and back pain as the most common 
problem experienced among older Ghanaian women, attributed to carrying heavy loads. Risk 
factors for cardiovascular disease was also found through obesity, hypertension, 
hypercholesterolemia and diabetes. Issues were identified in the context of reproductive 
health. Older women had abnormalities due to female genital circumcision, fistulae, which are 
abnormal connections between two hollow organs, and prolapsed organs. Lesions that 
indicated cervical cancer were also identified within this study (Duda et al, 2011). 
2.10.2 Health service provision  
PM women need to access health services for support during this life stage. In Ghana, the 
National Health Insurance Act (NHIA) (2003) marked the emergence of the National Health 
Insurance Scheme (NHIS). The scheme aimed to eliminate the ‘cash and carry’ user fee system 
which prevented poorer and vulnerable people from accessing healthcare due to financial 
barriers, and to provide equitable access to healthcare for all (Mensah et al, 2010; Witter and 
Garshong, 2009). Despite efforts towards universal health coverage nationally, only 38% of 
the population were recorded as active members in 2013 (NHIA, 2013). Insurance schemes 
are run at a district level with finances from the central government (Williams et al, 2017). 
Yet, health coverage in Ghana is inequitable. The poor, women and rural residents are 
consistently disproportionately uninsured for healthcare (Akazili et al, 2014; Atinga et al, 2015; 
Jehu-appiah et al, 2011; Kusi et al, 2015).  The study areas, La, Accra and Kotei, Kumasi, both 
have hospitals in their vicinity. Residents of La live near to the La General Hospital, whilst 
people living in Kotei are near to the Komfo Anokye Teaching Hospital on the Kwame Nkumrah 
University of Science and Technology campus.  
2.10.3 Ghanaian perspectives on menstruation 
Issues such as menstruation and the menopause are seldom discussed in the patriarchal 
Ghanaian society, because they are viewed as matters for women and therefore not spoken 
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about in public. The education system does not include menstruation in the curricula, and 
therefore the onset of menarche comes as a shock to young girls, who may only have 
inadequate discussion about the topic with their peers. Similarly, the symptoms of 
perimenopause are relatively unknown and are not discussed before women experience 
them. A culture of silence shrouds the perimenopause and menstruation, because women 
keep their experiences to themselves. Taboos around menstruation mean that women are 
forbidden from cooking, crossing a threshold into a house, participating in activities involving 
men or keep away from others, especially men, generally (Esseku, personal communication; 
Bhakta et al, 2016). This research on the WASH needs of women from the onset of the 
perimenopause in Ghana suggests that existing taboos around the menopause and the 
perimenopause may be shifting, reflected through discussions of these issues through TV and 
radio (see Chapter 5, Section 5.4.5.1), and notably, women’s ability to open up about this topic 
to female researchers, as identified in this research (see Chapter 5). 
2.10.4 Cultural understandings of the perimenopause  
There are local cultural, traditional understandings of the perimenopause and menopause. 
Field (1960) explains that in that point in time, the cessation of menstruation marks the start 
of a new era in Ghanaian women’s lives, and was perceived at the time as pregnancy and so 
women would visit a shrine in the hope of having children. Women saw the menopause as a 
marker of freedom to take part in rituals, visit ancestral shrines and reside in men’s houses 
(Nukunya, 1969). After the menopause, women could perform intimate roles such as 
midwifery and bathing of corpses. The rise in their status post menopause could culminate in 
becoming chiefs in the Mamprusi and Dagomba ethnic groups (Oppong, 1974). 
2.10.5 Medical understandings of the perimenopause 
Women’s experiences of the menopause have been studied in Ghana, but little literature is 
available on the perimenopause. Odiari and Chambers (2012) focused on the self-
management of common symptoms such as hot flushes, vaginal dryness, body pains and sleep 
loss, and that these symptoms were perceived as part of a normal transition in life. The mean 
menopausal age has been identified as being 48.05 years (Kwawukume et al, 1993). 
Kwawukume et al (1993) reported that menopausal aged women from within their population 
experienced a range of symptoms such as tiredness, sleeplessness, palpitations, weight gain, 
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hot flushes, irritability, headache, anxiety, decreased coitus, poor memory, depression and 
urine issues.  
Setorglo et al (2012) found that night sweats were the most prevalent menopausal symptom 
experienced by 83.2% of the 280 women surveyed. Other WASH related symptoms amongst 
Ghanaian women in this study included hot flushes (76.4%), irregular periods (62.9%), 
incontinence (55%), joint pain (64.6%), vaginal dryness (71.4%), and loss of sleep (50.7%). This 
study identified that such symptoms were less prevalent as the age at menopause increased.  
2.11 Urbanisation in Ghana 
This research was conducted in urban communities in Accra and Kumasi. Urban infrastructure 
provision in Ghana has not kept up with the expansion of cities including Accra, Kumasi, 
Sekondi-Takoradi and Tema, with the continued creation of urban boundaries, districts and 
municipalities, making Ghana one of the most urbanised countries in Africa (Mansour and 
Esseku, 2017).  This research presents results from case studies of two communities in Accra 
and Kumasi, whose inadequate provision of water and sanitation is reflective of Ghana’s 
inability to keep pace with increasing urban populations. Policies which have been maintained 
from the colonial period and post-independence era have fuelled the rapid expansion of 
Ghana’s urban areas, together with natural population growth and rural to urban migration 
(Ghana Statistical Service, 2014). By 2030, two thirds of the projected population of over 33 
million will live in urban areas of the country, almost doubling the proportion of urban 
Ghanaian dwellers in 1984. Greater Accra and Ashanti have had higher levels of urbanisation 
than the national average (Owusu and Oteng-Ababio, 2015).  The urban population of Accra 
rose from 1.6 million in 2000 to 2.1 million by 2010 (The International Bank for Reconstruction 
and Development, and The World Bank, 2014). Accra was originally a small fishing village in 
the 16th century and later became the base for the British colonial administration. It was then 
the capital of the Gold Coast (Gough and Yankson, 2011).  Kumasi’s urban population 
increased from 1.17 million in 2000 to 2.03 million by 2010 (The International Bank for 
Reconstruction and Development, and The World Bank, 2014). Kumasi was originally a small 
town founded by the King of the Asante State, Asantehene Osei Tutu, at the cross roads of the 
Trans-Saharan trade routes, in the late 17th century (Amoako assisted by Korboe, 2011). The 
impact of urbanisation on access to WASH services for PM women in Ghana deserves 
consideration.  
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2.12 Water and sanitation in Ghana 
2.12.1 Governance 
The ability of PM women to meet their WASH needs should be considered in the context of 
water and sanitation governance in the case study of the research, Ghana. Governance of 
water and sanitation in Ghana has changed in 2018, after the General Election and change in 
Government. At the time of research (2016), however, water supply and sanitation were 
governed as two separate entities under two separate Ministries at a governmental level, with 
bodies operating at regional and local levels to manage and implement policy. Figure 2.5 
depicts the structure present at the time of research: 
 
Figure 2.5: Structure of Water and Sanitation Sectors (WSP, 2011) 
The governance of water supply and sanitation focused upon five broad areas: water supply, 
sewerage and related hygiene promotion, general sanitation and hygiene promotion, school 
sanitation and urban sanitation. Each of the different bodies in the governance structure had 
a different role to play (WSP, 2011) (Table 2.4). 
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Governance Body Responsibilities 
Ministry of Water Resources, Works and 
Housing (MoWRWH) 
Set the national water policies, concerning 
the supply of urban and rural drinking water 
and the management of water resources 
Environmental Health and Sanitation 
Directorate (EHSD) within the Ministry of 
Local Government and Rural Development 
(MLGRD) 
Set the policies for sanitation to be 
implemented at a Metropolitan, Municipal 
and District level (Sarpong, 2010) 
Ministry of Education (MoE) Responsible for the delivery of hygiene and 
sanitation education as well as the 
promotion of handwashing 
Ministry of Environment, Science and 
Technology 
Ensured that water supply and sanitation 
activities aligned with Ghana’s national 
environmental policies and objectives 
Metropolitan, Municipal, and District 
Assemblies (MMDAs) 
Delivered rural and small-town water supply 
using infrastructure from the private sector 
and managed delivery through communities 
and private operators 
District Water and Sanitation Teams 
(DWSTs) 
Implemented the district’s water and 
sanitation programme through three-person 
teams from Works, Health and Planning 
services 
National Development Planning 
Commission (NDPC) 
Oversaw broader policy formation upon 
which ministries for water and sanitation 
formulated their sector policies 
Water Resources Commission (WRC) Regulated and managed the utilisation of 
water resources 
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Public Utilities Regulatory Commission 
(PURC) 
Independently performed the economic 
regulation of water 
Community Water and Sanitation Agency 
(CWSA)  
Supported district assemblies to develop 
and sustain water and sanitation services in 
rural communities and small towns 
Ghana Water Company Limited (GWCL)  Provided, conserved and distributed water 
for domestic, public and industrial use in 
urban areas 
District Environmental Health Officers 
(DEHOs)  
Enforced regulations on construction, use 
and management of household, public and 
institutional facilities, and educated 
communities on hygiene and sanitation 
Private sector (via NGOs)  Provided goods and services 
Water and Sanitation Development Boards 
(WSDBs)  
 
Managed small town water and sanitation 
facilities, a role which was also undertaken 
by WATSAN Committees in rural areas 
Table 2.4: Governance bodies in Ghana 
In 2017 the new Government of Ghana announced a new Ministry for Sanitation and Water 
Resources. This was regarded as a way to bring water and sanitation to the forefront of the 
national agenda, with water and sanitation as individual sectors having been relatively 
neglected when they were governed separately under the MWRWH and MLGRD (Dietvorst, 
2018).  
2.12.2 National state of water, sanitation and hygiene provision 
The state of development in Ghana is reflected through WASH provision, which impacts upon 
the degree to which PM women can meet their WASH needs. Reduction in poverty levels 
during the 1990s and 2000s were accompanied by improvements in access to sanitation, 
drinking water and electricity, due to the ability to invest in infrastructure and improve service 
delivery, in sectors including water. Water sector reform has encouraged the involvement of 
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the private sector and civil society (through NGOs) to deliver services to the urban poor in 
particular. As a result, Ghana met the MDG target to halve the proportion of the population 
without access to safe drinking water in 2015. Yet, improvements to services are only partial. 
Improved water service delivery is mainly through improved access to public taps and 
standpipes, and through sachet and bottled drinking water, rather than on-plot delivery of 
piped water. The GWCL does not serve the poorest urban areas, because urbanisation has 
outpaced expansion of the service. Investments in water and sanitation have also been 
politicised due to the top-down decision-making structure, dependency upon international 
funds, and leaders seeking investment for political gain. GWCL also faces significant issues 
with inefficiency through non-profitable water, which prevents expansion of piped water 
services to reach the poor (Mosello, 2017). In 2015, 27% of the population had access to 
drinking water that is safely managed (WHO/UNICEF JMP, 2017).  
The Water Sector Strategic Development Plan (WSSDP) sets out the agenda for the 
Government of Ghana in terms of water and sanitation provision for the country in line with 
the SDGs, which were adopted in 2016. Through the water sector, the Government seeks to 
provide ‘sustainable water and basic sanitation for all by 2025’ (GoG, 2014b). In light of this 
overall goal, the WSSDP also outlines specific targets to be met at a national level to achieve 
universal water and sanitation coverage across the country (GoG, 2014b:16). Firstly, to 
‘increase the national water coverage rate from 59% in 2009 to 80% in 2015 and 100% by 
2025.’ In order to achieve this, the water coverage needs to rise from 85% in 2015 in urban 
areas to 100%, and 76% in 2015 in rural areas to 100%, by 2025 (GoG, 2014b: 16). 
Ghana 
Drinking water Sanitation Hygiene 
National Rural Urban National* Rural* Urban* National Rural Urban 
2015 2015 2015 2015 2015 2015 2015 2015 2015 
Safely managed 27 7 44 - - - - - - 
Basic service 51 59 44 14 9 19 19 11 25 
Limited service 11 13 9 57 45 66 26 24 28 
Unimproved 5 8 3 10 14 7 - - - 
No service 6 13 0 19 31 8 55 65 47 
Table 2.5: Drinking water, sanitation and hygiene provision in Ghana (WHO/UNICEF JMP, 2017) 
Ghana lags behind in provision of sanitation, with 57% of Ghanaians nationally having access 
to only a limited service.  Despite having an MDG target to provide 54% coverage in improved 
sanitation, Ghana only reached a 14% coverage by the end of the MDG era in 2015 
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(WHO/UNICEF JMP, 2017). The GoG has a target in line with the SDGs to ‘contribute to 
increasing the national sanitation coverage from 13% in 2008 to 53% in 2015 and 100% by 
2025’ (GoG, 2014b: 16). 73% of urban dwellers in Ghana rely on two forms of sanitation: 
compound toilets, shared by multiple households living in a compound, and public toilets, 
located strategically where space is available in communities (Mansour and Esseku, 2017). 
Open defecation is still practised by 7% of urban dwellers, whilst 7% of residents in cities use 
bucket latrines (MLGRD, 2010).  
After the introduction of the SDGs, the JMP measures for progress in water and sanitation 
provision were also extended to the measure of provision of hygiene in 2017. According to 
the latest figures, handwashing facilities were not accessible to 55% of the population in 2015 
(WHO/UNICEF JMP, 2017) (Table 2.5). A study by Crocker et al (2017) identified that only 13% 
of privately-owned facilities in their sample had handwashing facilities. Organisations such as 
CWSA have tried to improve handwashing rates through public-private partnerships. 
Programmes and initiatives have actively worked to reduce the 32% of mothers and 72% of 
children identified as not washing their hands after defecation in 2003 (CWSA, 2018). Indeed, 
despite the limited access to facilities, Scott et al (2002; 2007) discuss the fact that high 
household ownership of soap does little to improve hygiene through handwashing in Ghana.   
2.12.3 National Water Policy 
Access to water for PM women is determined by the extent of influence of the National Water 
Policy on the provision of services. The Government of Ghana set out their National Water 
Policy in 2007, which remained in place at the time of research. The National Water Policy 
provided a framework for sustainable development of water resources in Ghana, with users, 
managers, investors, practitioners, policy and decision makers in governmental and non-
governmental sectors at all levels in mind. The Policy recognises cross-sector issues relating to 
sanitation as well as water. The goal of the National Water Policy is to ‘achieve sustainable 
development, management and use of Ghana’s water resources to improve health and 
livelihoods, reduce vulnerability while assuring good governance for present and future 
generations’ (MWRWH, 2007: 13). The Policy also mentions the need to address issues 
relating to water resources management, community water and sanitation and urban water 
supply (MWRWH, 2007). The Policy specifies nine key focus areas: 
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• Integrated water resources management (with a specific focus on gender sensitisation 
as part of the work towards meeting the Millennium Development Goals and fulfilling 
the Dublin Principles)  
• Access to water 
• Water for food security 
• Water for non-consumptive and other uses 
• Finance 
• Climate variability and change 
• Good governance 
• Planning and research 
• International cooperation 
The production of water as a natural resource falls under Article 269 of the Constitution, which 
seeks to create a commission to regulate, manage and coordinate government policies in 
relation to water. The Water Resources Commission Act (1996) indicated that there is no 
private ownership of water but rather that the President can grant rights to water use for 
citizens, through good governance and practice, and ensure that water allocation is beneficial 
to the public and for the greater good of Ghanaian society. The National Water Policy was 
written in consideration of the ‘African Water Vision 2025’, which focused upon poverty 
alleviation, socio-economic development, regional cooperation and the environment. 
National water policies across Africa, including Ghana, then had a focus upon capacity 
development through water resources provision (GoG, 2007).   
2.12.4 National Environmental Sanitation Policy and NESSAP 
Environmental sanitation provision forms part of the context of PM women’s ability to meet 
their WASH needs. In Ghana, the Environmental Sanitation Policy provides the framework for 
environmental sanitation. ‘Environmental sanitation’ in the Ghanaian context goes beyond 
the management of human excreta and covers storm water drainage, solid waste 
management, cleaning of public areas and streets, food hygiene and the disposal of dead 
people and animals. It states that all citizens, (individuals, establishments or institutions), have 
a responsibility for sanitation, and that remedial action will be taken at the expense of those 
at fault (MLGRD, 2010). The policy focuses on the following seven areas: 
 67 
 
• Capacity development of sanitation provision agencies 
• Environmental sanitation education and communication in all groups 
• Legislation and regulation 
• Sustainable financing and cost recovery 
• Levels of service provision 
• Research and development 
• Monitoring and evaluation 
The National Environmental Sanitation Strategy and Action Plan (NESSAP) stems from the 
environmental sanitation policy. The NESSAP has a goal ‘to change the perception of both 
solid and liquid waste into a resource focused approach and is seen as a natural progression 
of the ESP’ (MLGRD, 2010; WSUP, 2014; Furlong and Mensah, 2015). The strategies and 
national objectives relating to environmental sanitation include:  
• Promoting the use of domestic toilets 
• Promoting adequate and modern public toilets and urinals for transitory populations 
• Banning the use of bucket latrines by 2010 
• Banning defecation and urination in places other than toilets and urinals 
• Monitoring all activities with the potential for pollution 
• Enforcing bylaws (MLGRD, 2010). 
2.13 Relevance of Ghanaian background to research 
Sections 2.8 to 2.12 have provided an overview of various themes in the Ghanaian context. 
Each of these themes contributes to contextualising the WASH needs of PM women. Table 2.6 
summarises how the background to Ghana, poverty dynamics and gender, women’s health, 
urbanisation, and the state of water and sanitation provision in Ghana inform the 
understanding of research findings: 
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• Water supply throughout Ghana is informed by its natural landscapes and water 
sources 
• Whilst there is progress in provision of improved water supply, Ghana lags behind 
in sanitation provision 
• Among a growing national population, women (including PM women) experience 
poverty due to lack of participation in the economy, shaped by expectations of 
performing traditional duties. The National Gender Policy has sought to address 
issues of poverty among women, which influences access to WASH 
• Older women experience health issues relating to PM and ageing, which may 
warrant a specific need for adequate health care as well as adequate WASH 
• Taboos around menopause and menstruation in Ghana warrant consideration in 
the methodology used to explore WASH needs for PM women 
• The governance and provision of WASH nationally and at a municipal level dictates 
access to WASH for PM women at a community level 
Table 2.6: Relating Ghanaian context to research 
2.14 Knowledge gap to be addressed 
A review of the literature identifies a medical understanding of the perimenopause and 
varying cultural perspectives of the menopause from around the world. Existing debates 
around equity and inclusion, to provide WASH for all in light of the SDGs, have focussed on 
issues of gender, disability, caste and MHM, with a recent expansion to LGBTI individuals 
(Section 2.3). Extensive work on MHM (Section 2.6) has focussed on the needs of adolescent 
girls, but not of PM women. There is an explicit gap in the literature where the WASH needs 
of PM women are concerned. Existing literature on the perimenopause provides sparse 
indication of the importance of WASH for women during this lifestage. Potential areas of 
relevance through MHM (Section 2.6) and incontinence management (Section 2.7) ignore the 
perimenopause, despite menstrual irregularities and incontinence typifying PM women’s 
experiences.  
The gap to be addressed is to provide recommendations to meet the WASH needs of PM 
women. The literature sparsely addresses any hygiene needs for women during the 
perimenopause, with only fleeting, indirect references to needs for sanitation for menopausal 
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women in Egypt (Hammam et al, 2012) and Iran (Hamid et al, 2015) despite a projected rise 
in the number of PM women in a globally ageing population. Nor does it explore practical 
aspects of water and sanitation provision for PM women. Whilst these needs are hidden from 
the literature, they warrant attention if the SDGs are to be met, so as to ensure that no one is 
left behind.  
2.15 Chapter summary  
This chapter gives an overview of what is known with regards to the perimenopause, using 
literature on medical symptoms and cultural views from the Global North and South. The 
literature review locates this study in the context of existing work on equity and inclusion in 
WASH, tracing it back from the initial work on women to later work on MHM, disability and 
LGBTI.  The chapter has identified that whilst there is work on potentially relevant aspects of 
WASH through MHM and incontinence management, the WASH needs of PM women are not 
recorded in the literature and warrant exploration. The literature review has contextualised 
the main phase of the research, which was conducted in Ghana. It has explored the national 
context, issues of poverty dynamics and women’s health, the prevalence of challenges of 
urbanisation and the state of water and sanitation in Ghana, highlighting the relevance of 
these issues to the research.  
In light of the SDGs and an ageing population, considering the WASH needs of PM women is 
becoming ever more important. However, the doors to these needs remain closed, and 
existing work in the WASH sector does not mention the perimenopause in any literature, 
despite the potential relevance of work on MHM and urinary incontinence management to 
PM women. The medical and cultural literature on PM women from around the world does 
not mention the hygiene needs of PM women, the water and sanitation needs of PM women, 
or any factors which affect the ability to meet these needs. This research seeks to fill this gap 
and open the doors to this new area of research by exploring these topics.  
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 CHAPTER THREE: METHODOLOGY – DOOR TO THE RESEARCH 
PROCESS 
3.1 Chapter outline 
This chapter presents the methodology of the research, which aims to provide 
recommendations for meeting the WASH needs of PM women. The purpose of the 
methodology chapter is to open the door to the research process, detailing what was planned 
for the research and what happened in reality. In this research, the outcomes of the eventual 
process were markedly different to what was intended, and the structure of this chapter 
reflects this change. Section 3.2 frames the chapter by discussing what research processes are, 
before Section 3.3 goes into a detailed analysis of the plan for the research, drawing on the 
theoretical underpinning of the study. Section 3.4 provides an overview of the overall 
outcome of the research methods which were planned to be used. The methodology chapter 
then discusses the six stages of the research process, which were essential to opening the 
doors to the hidden WASH needs of PM women. Section 3.5 outlines the literature review 
process in Stage 1, before Section 3.6 discusses the methodology for Stage 2, the 
phenomenological review. Section 3.7 discusses how the results of the phenomenological 
review were used to design the research in Stage 3, before the selection of Ghana, the case 
study, done in Stage 4, is discussed in Section 3.8. Section 3.9 then discusses the data 
collection process in Ghana, before Section 3.10 provides an overview of the data analysis 
process.  
3.2 Research processes 
Research is ‘the process of enquiry and discovery’ and is conducted each time an answer to a 
question is sought (Kitchin and Tate, 2000:1), and thus the level of knowledge which exists 
increases.  Research itself is characterised by the ways in which three core elements closely 
intertwine with one another: theory, methodology, and practice (Kitchin and Tate, 2000). 
Research processes require thorough planning and consideration of various elements 
through: deciding on a focus for the project; developing research questions; choosing the 
research design, selecting the research method(s); arranging the practicalities for collecting 
data; data collection; preparing the data for analysis; analysing and interpreting the data; and 
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reporting and disseminating the research findings (Robson and McCartan, 2016). The next 
section of this chapter outlines how the research was planned, factoring in these elements.  
3.3 Plan for the research 
This section discusses the plan for the research. After outlining the theoretical underpinning 
of the study in Section 3.3.1, Section 3.3.2 discusses what hidden knowledge is and how it can 
be found, with effective research design. Section 3.3.3 outlines methods which could be used 
to research the WASH needs of PM women, before discussing ethical principles in Section 
3.3.4. Section 3.3.5 discusses the overall method intended to be used in the research as was 
planned, before Section 3.3.6 locates this method within discourse around the case study 
approach. 
3.3.1 Theoretical underpinning  
3.3.1.1 Positionality of the researcher  
Reflexivity in research  
For Berger (2015:220), reflexivity is ‘the process of a continual internal dialogue and critical 
self-evaluation of researcher’s positionality as well as active acknowledgement and explicit 
recognition that this position may affect the research process and outcome’. Indeed, Weber 
(1949) argued for an epistemological stance to research, to understand subjective perceptions 
of knowledge. Reflexivity challenges the idea that knowledge is objective, and that the 
production of knowledge is independent of the researcher (Berger, 2015). Reflexivity 
comprises the ‘ability to notice our responses to the world around us, other people and 
events, and to use that knowledge to inform our actions, communications and 
understandings’ (Etherington, 2004:19). This may only be effectively done by the researcher 
actively locating themselves within the research process (Hesse-Biber and Leavy, 2006). As 
Guba and Lincoln (2008) affirm, critical reflection is necessary, as the self is on its own a 
research instrument. Reflexivity adds ethical value and rigour to research (Guillemin and 
Gillam, 2004). 
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Researcher’s profile 
Academic training and feminist stance 
I am a female feminist British Indian human geographer in my 20s, with a BA in Human 
Geography and an MRes in Geography. I define myself as a social and environmental 
geographer, as these two broader areas embody my research interests. My interests from my 
human geography background include: feminist geography, social geography, environmental 
geography, geographies of development, bodily geographies, wet geographies, and 
geographies of age. These interests overlap with interests in civil engineering, and WASH 
specifically, including: equity and inclusion, gender mainstreaming, menstrual hygiene 
management, hygiene provision, water engineering, and environmental sanitation. These 
interests shaped the epistemological approach to the research, which was feminism.  
Aside from being a feminist geographer, feminism would be the most appropriate stance to 
take for this research topic, to place women at the centre of the agenda (see also Section 
3.3.1.3). Indeed, feminist research focuses on the notion that research should be with women 
rather than on women: 
‘Feminist research is about the development and construction of knowledge 
founded upon the relationship between women’s everyday experience, 
academic knowledge, political power and social action. This methodological 
approach facilitates the central involvement of the women, who are active 
participants in the social construction of knowledge, empowerment and social 
change.’ (O’Neill, 1996: 131) 
My feminist position stems from a range of different sources.  I grew up in a family of mostly 
women and girls, who all have played a significant role in my life. My academic interests in 
feminism affirmed after an experience of conducting a small-scale undergraduate research 
project on gendered experiences of water governance in Lake Bogoria, Kenya as part of a field 
course. This project fuelled my drive to take this research forward to look at the WASH needs 
of perimenopausal women, as I gained a keen interest in gender-water relations. This 
academic background shaped the fluidity of the journey that this research took.  
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Disability: Cerebral Palsy  
I have hypotonic Cerebral Palsy. Cerebral Palsy is defined as ‘a range of non-progressive 
syndromes of posture and motor impairment that results from an insult to the developing 
central nervous system’ (Koman et al, 2004: 1619). Cerebral Palsy influences my mobility, 
speech and fine motor movements. It is a visible disability, and I am often stared at in public. 
I tire more easily than others. I sometimes require physical mobility support to negotiate 
uneven ground. I have an unsteady gait, and I can fall over. My speech is greatly affected by 
Cerebral Palsy. It can be difficult to understand what I am saying and occasionally, either I, or 
another individual who knows me well, have to repeat what I have said for another person to 
understand me, due to lack of clarity. Maintaining my energy levels was a consistent issue 
which required attention during the process. 
Outcomes: Negotiating positionality in the UK 
A stage of research was conducted in the UK. I sought to limit the effects of my very subjective 
experiences of my disability on the research. During an interview, my, 
 
Own strength was waning but wanted to get myself through it, losing concentration slightly 
in final few mins out of fatigue. Remember trying to hide it and cling on as I was so keen to 
learn more from her 
Fieldwork diary, 21/01/2014 
 
Attending research events posed challenges at times, as on returning to the university after 
the WEDC conference in Vietnam, 
 
I was sitting in Julie’s office as we were talking about stuff […]. Really wasn’t well. Julie 
decided to sign me off for two more weeks, which is really frustrating. […] I’m not like 
everyone else, it’s so easy to forget that and not just that, it’s hard to accept   
Fieldwork diary, 10/10/2014 
 
After the conference, fieldwork in Ghana was delayed by several months due to illness. The 
pilot study in Ghana, planned originally for April 2015, was postponed until August 2015.  
These factors rationalised a pragmatic approach to the research. The challenges of ‘not being 
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like everyone else’ and trying to ‘fit in’ is something which I constantly grapple with as a 
researcher, particularly in relation to the physical demands which come with research. This is 
in part due to my upbringing, as whilst I fully acknowledge the multitude of impacts of my 
disability on both a personal and wider scale, I perceive myself as able-bodied! 
 
Aspects of positionality related to other people’s perceptions of me. In one instance after an 
interview, I 
Got called a “freak” by couple of girls walking past as waiting for taxi. […] I didn’t 
know how to react, I wanted to cry really, but being where I was in public, I felt that 
I had to deal with it privately and held back.  
Fieldwork diary, 13/04/2014 
It took me a longer time to recall what had happened during and to reflect on the interview 
due to the emotions being experienced after the event. My visible disability also affected the 
dynamics of my experiences and interactions with others beyond the research, in the 
fieldwork locations. 
There were positives in negotiating my positionality. When recruiting participants for the 
phenomenological review at the Leicester Central Seventh Day Adventist Church women’s 
group, opportunity arose to open up about my own story about how I came to have Cerebral 
Palsy: 
When we were praying they were talking about a lady at their church who had lots of 
complications during pregnancy, how the baby was really sick. It got me going a bit, and 
as I was with a group of women alone, I decided to open up about myself. […]. I felt 
really comfortable with them and they’d been incredibly friendly and unbelievably 
willing to help me, I just went for it. […] Today I was not a researcher, I was simply a 
woman, amongst women, and felt that way.  
Fieldwork diary, 25/05/2014 
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This facilitated a greater rapport and connection with the women, as each woman who felt 
that they were eligible at the time agreed to take part, despite withdrawals after the meeting 
at a later date.  
Outcomes: Negotiating positionality in Ghana 
Postcolonial responsibility in development fieldwork 
Outcomes of my positionality in Ghana related to issues of being responsible towards those I 
was researching with, due to my direct involvement in the local community and with local 
partners. Raghuram et al (2009) assess how research can be viewed as ‘responsible’ through 
the way in which ethical relations between the ‘relatively privileged’ and ‘others’ are mapped 
out and as a way of providing a degree of postcolonial care. This postcolonial responsibility is, 
for Escobar (2001), embedded in marginalising place, through which Massey (2004:10) 
highlights the need for geographers to fully acknowledge the relational nature of 
responsibility and to ‘do something about it’. Unless place is fully acknowledged, it is difficult 
for academic praxis to be responsible, because responsibility becomes too generalised 
(Raghuram et al, 2009). Indeed, Silk (2004) adds to discussions to be responsible to those who 
are spatially far, as well as those who are near, particularly as their lives are still under the 
influence of neo-colonialism to this day. Therefore, acting responsibly can often be fuzzy, and 
unclear in terms of who we are responsible to (Raghuram et al, 2009).   The next section 
discusses my personal experiences of negotiating these responsibilities. 
Being responsible to PM women, community and research team 
I actively sought to remain aware of my post-colonial responsibilities as a British researcher. 
These responsibilities lay particularly towards the PM women, the wider community 
members, such as local community members involved in mobilising and chiefs, who I needed 
to be respectful to, and to the community animator and the research assistant who worked 
with me, and relied on me to pay them. Within two weeks of being in Ghana for the main 
study, I was taken unwell and pulled out of a day of research at the last minute, having recently 
visited a doctor. I realised that I could not be in the field every day due to the unpredictable 
nature of my disability. It was decided that data collection would continue as scheduled to 
maintain my responsibility.  When I was unable to be in the field, the team continued with 
interviews on my behalf.  
 77 
 
Timing of data collection 
My disability warranted an appropriate timescale which ensured my wellbeing and enabled 
data collection. Three weeks for a pilot study, six and a half weeks for the main study and 
three weeks for engagement with environmental health professionals, were deemed suitable 
for ensuring responsible fieldwork by being visible in the community, avoiding a ‘research as 
rape’ (Reinharz, 1983) approach where data is extracted and taken away with little 
accountability to participants afterwards, and maintaining my wellbeing at a good pace.  
Impact of age of researcher  
I am in my 20s. It was assessed that in some interviews, PM women did not anticipate that I 
would be of a similar age to many of their children. This was not explicitly reported back to 
me but was a tacit experience when interviewing women. The research assistant was of a 
similar age to me, and it was noted that she referred to participants as ‘mum’ as a mark of 
respect as an elder. Respectfully talking to older women as ‘elders’ was in sharp focus, to 
responsibly conduct the research. This contrasted with the UK during the phenomenological 
review, where culturally the generational divide in terms of ‘respect’ is less vivid.  
The role of the researcher’s nationality and language 
Being an English-speaking British woman impacted the research. The interviews with the PM 
women in Ghana need to be translated by the research assistant, and were conducted in Ga 
and Twi. This was important to consider as PM issues are not widely discussed. Questions and 
answers needed to effectively be communicated on my behalf, because I could not speak to 
the women without interpretation. Being British inevitably had an influence as a mark of 
privilege, and intersected with ethnicity to impact upon the research. 
Influence of the researcher’s ethnicity 
I am a female of British Indian ethnicity. In a setting such as urban Ghana, being a non-white 
professional doing research had an impact on the process. In contrast to conventional 
understandings of fieldwork, done in low-income countries by white male professionals who 
are from developed countries, being a female of Indian ethnicity lends itself to opening a 
dialogue with women in Ghana. It needs to be appreciated that being an ethic minority 
researcher has implications for the way in which the researcher can be perceived as 
‘sympathetic’ to some of the issues presented from the findings. Indeed, the researcher was 
asked what she would do about certain issues that the women were facing, and it was 
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assessed that this was due to the researcher’s ethnicity and gender, and being viewed as a 
‘privileged’ person who could take action, even though she was not in a position to advise.  
Race, therefore, influenced the degree to which the researcher was perceived to be 
responsible for the women who participated in this research. 
Local perspectives of the researcher in Ghana 
Some aspects of my positionality had positive outcomes. The women I interviewed were 
happy to see a disabled woman working within their communities, asking about my wellbeing 
regularly or enquiring about my schedule and when they could meet me because they were 
interested. The Chief in La, one of the case studies, fed back that my being there had inspired 
many and they would not expect a person like me to go so far. Taboos around disability in 
Ghana were acknowledged; I was mindful of my treatment by locals as an external researcher 
compared to how a local disabled person would be treated.  
Disability support provided to the researcher 
Support was provided by female support workers, due to the topic being researched and the 
extent of personal support needed, summarised in Table 3.1: 
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Location UK Ghana 
Practical Support • Interview set up, taking out 
equipment 
• Mobility support, departmental 
truck hire, one support worker 
• Repeating questions when 
speech not understood 
• Interview set up, taking out 
equipment 
• Mobility support around difficult 
terrains, whole team1  
• Repeating questions when 
speech not understood 
• Taking photographs 
• Preparing stickers for the 
mapping 
• Organising packs for women 
• Resolving dilemmas relating to 
disability 
Notetaking 
Support 
• Provide notes on the body 
language of interviewees 
• Notes on researcher’s 
reflections post-interview 
 
• Provide notes on the body 
language of interviewees 
• Notes on researcher’s 
reflections post-interview 
• Typing up reflections post-
interview 
External 
Disability 
Support 
• Transcribing interviews • Transcribing interviews 
Table 3.1: Support provided to researcher 
3.3.1.2 Philosophical context for the study         
Research approaches are founded within research paradigms. Research paradigms are 
‘systems of beliefs and practices that influence how researchers select both the questions they 
study and methods that they use to study them’ (Morgan, 2007:49).  Paradigms assist in 
framing an approach taken towards a research problem and provide a grounding to the 
research according to particular beliefs about the world (Shannon-Baker, 2015).  The 
subsequent sections briefly outline the three core paradigms influencing this research. 
Positivism  
Positivism, or positivist science, argues that data is collected based upon things that can be 
observed or measured. Positivism assumes that testing of hypotheses and observations need 
to be repeated several times in order for a conclusion to be made, which in turn can be used 
as valid generalisations, ultimately forming laws and theories which explain how the world 
works. These theories remain valid thereafter, until they are disproven (Hubbard et al, 2002). 
                                                     
1 This included a piggy back from the community animator after a fall! 
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Therefore, under positivism, methodology should be developed which can be repeated, and 
which would produce verifiable results. This research used methodologies which could 
generate observations and generalisations about the needs of PM women using different data 
sources. 
Relativism  
Relativism is a doctrine which argues that ‘accepted standards of right or wrong vary across 
social environments and from person to person’ (Hoggart et al, 2002 :311). Research should 
therefore follow a methodology which is both suited to the context in the production and in 
the presentation of the results. In this research, methodology was adapted according to a UK 
or Ghanaian context, considering cultural issues and WASH environments.  
Pragmatism  
Being pragmatic is an essential aspect of the research which shapes the methodology. 
Pragmatism contrasts with positivism starkly, in that it argues that knowledge produced 
should be judged temporally and with consideration of its usefulness in the contexts of 
changing geographical circumstances (Castree et al, 2013). Pragmatism was required to cater 
for issues which arose in relation to the methods used, cultural context and taboos around 
PM and the positionality of the researcher.   
3.3.1.3 Epistemology: a feminist approach to understanding the WASH needs of 
PM women 
Epistemology concerns the forms and nature of knowledge which can be considered as 
acceptable within a particular discipline (Bryman, 2016; Brisolara et al, 2014), and how things 
can be known (Robson, 2011). Following the exploratory approach taken to explore the hidden 
WASH needs of perimenopausal women, a feminist epistemology has been deemed as the 
most suitable for this study. Under this banner, knowledge consists of shared understandings 
as well as understandings considered to be fact. Feminist epistemology seeks to attend to 
women’s voices which have been silenced and ignored in often androcentric research which 
is characterised through male bias. Masculine approaches are critiqued for being dominant, 
authoritative, and exclusive through their use of logic and rationality, which excludes other 
forms of knowledge such as feminist knowledge (Brisolara et al, 2014).  
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As a feminist geographer therefore, I adopt a feminist epistemology, specifically a feminist 
constructivist approach. The methodology adopted in this study has focussed upon 
challenging the silences surrounding the WASH needs of perimenopausal women in the male-
dominated field of engineering. Jagger (1983) argued that feminist theory, or any theory, 
should be representative of women’s perspectives of the world. From this, the methodology 
has focussed primarily upon enabling women to provide their perspectives of WASH needs 
during the perimenopause. In bringing light to their voices through oral history interviews, 
participatory mapping and photography (see Sections 3.3.5, 3.6. 3.7.1, 3.7.2 and 3.9), 
women’s knowledge of WASH during the perimenopause has come to the forefront of the 
research, to be analysed.  
3.3.1.4 Ontology: using constructivism to understand the subjective WASH needs 
of PM women 
Ontology is the study of the operation and nature of being or reality, taking into account how 
a system of ideas or a theory can be influenced through assumptions about the nature of 
existence, things that are observed, and thus known (Hubbard et al, 2002). Ontology branches 
into two positions: objectivism and constructionism, or constructivism. Objectivism asserts 
social entities and phenomena can have a reality outside of and independent to social actors, 
whilst constructionism ‘implies that social phenomena are not only produced through social 
interaction but are in a constant state of revision’ (Bryman, 2016:29).  
 
It is the constructivist approach that this methodology follows. From a feminist angle, it is 
women’s experiences, which are often subjective, that provide the basis for forming theory 
(Stanley and Wise, 1983; Graham, 1984). A feminist constructivist epistemology therefore 
accounts for my existing knowledge and the way in which I approach the knowledge I gain, 
whilst keeping women at the centre of the research. 
3.3.1.5 Phenomenology  
Finding hidden knowledge is informed by phenomenology. Phenomenology is a ‘radical, anti-
traditional style of philosophising, which emphasises the attempt to get to the truth of matters, 
to describe phenomena in the broadest sense as whatever appears in the manner in which it 
appears, that is as it manifests itself to consciousness, to the experiencer’ (Moran, 2000:4). All 
previous knowledge is abandoned, and knowledge is sourced from scientific, cultural, or 
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everyday knowledge. The focus is on understanding phenomena from within (Moran, 2000). 
Phenomenology is ‘the study of phenomena, of things or events, in the everyday world’ 
(Becker, 1992:7).  As Patton (1990:71) explains, phenomenology in the context of study 
focuses upon ‘descriptions of what people experience and how it is that they experience what 
they experience’. Indeed, the founder of phenomenology Edmund Husserl argued that 
phenomenology is based on the meaning of individuals’ experiences and consciousness 
(Reiners, 2012).  
Knowledge is obtained through phenomenological research through interactions between 
participants and researchers. Hence, phenomenology is inductive, subjective and dynamic 
(Reiners, 2012), enabling researchers to understand phenomena which are not typically 
studied (Polit and Beck, 2005). 
Phenomena as a way of knowing 
Phenomenology focuses on obtaining subjective knowledge, or phenomena. (Kafle, 2011). 
‘Phenomena’ are defined by the Husserlian tradition of phenomenology as something which 
is ‘in’ experience, and the object itself which is being experienced (Solomon, 1982). A 
phenomenon makes a thing what it is (van Manen, 1996), the essence of which is ‘the way in 
which it remains through time as what it is’ (Heidegger, 1977:3).  Phenomenology brings into 
visibility the things which are forgotten about (Harman, 2007).  
Researchers are asked to renew their observations of people’s everyday experiences, 
suspending any theoretical understandings of life which they may hold (Becker, 1992). Three 
approaches to phenomenology were proposed by Husserl, Heidegger and Merleau-Ponty 
summarised in Table 3.2. 
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Table 3.2: Approaches to phenomenology 
 
 
 
 
Husserl Heidegger Merleau-Ponty 
• Rejection of psychologism which argues 
that rules and laws of logic and 
mathematics can be reduced to 
psychological understandings about life to 
make generalisations (Nijhoff, 1973) 
• Human intuition is a basis of obtaining 
knowledge 
• Phenomenology seeks the meanings 
behind what is experienced, moving from 
objective reality to the reality of the 
human consciousness (Thévenaz, 1962) 
• Based on the philosophy of hermeneutics  
• Phenomenology is about interpretation 
and using research to seek out the 
meaning behind everyday events 
(Cresswell, 1994; Lopez and Willis, 2004) 
• The human being is dasein or ‘being there’, 
people cannot observe the world because 
they are already experiencing it and can 
only understand it through the medium by 
which they function with it and how the 
world functions with them (Larkin et al, 
2006) 
• Understanding relationships between 
consciousness and nature and between 
interiority and exteriority in relation to the 
body 
• Individuals have relationships with other 
individuals and other objects, which define 
the body along with the lived reality of the 
self  
• The body is an instrument for receiving 
and interpreting information, categorising 
the world into groups of meaning, 
patterns of organisation, and sensuous 
experiences (Grosz, 1994) 
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Applying phenomenology to researching the WASH needs of PM women 
The three approaches to phenomenology can be applied to researching the WASH needs of 
PM women. Under Husserl’s approach, meanings behind PM women’s experiences of WASH 
are understood. PM women use their intuition to reveal hidden knowledge about their WASH 
experiences. From Heidegger’s approach, women use their everyday WASH experiences to 
understand their hidden meanings. Finally, Merleau-Ponty’s approach to phenomenology 
provides a route to understanding lived realities of PM women through their bodily 
experiences of WASH. This research adopts a mixture of all three approaches, to explore 
WASH needs known to PM women, the meaning behind these needs and experiences, and 
the lived reality of WASH at a time of bodily transition from the reproductive to the non-
reproductive life stages.  
3.3.2 Finding hidden knowledge 
3.3.2.1 WASH for PM women as hidden knowledge: the starting point 
Developing the methodology to research the WASH needs of PM women needs to be 
grounded in the fact that these needs are a form of hidden knowledge (see Chapter 1, Section 
1.3.5, Chapter 2, Section 2.2). Finding this hidden knowledge requires an understanding of 
what kind of knowledge it is, and which approaches are appropriate to open the doors to it, 
particularly in lower income contexts such as Ghana where topics such as the perimenopause 
and menstruation are taboo. The hiddenness of the WASH needs of PM women and its 
absence from the literature makes the need for participatory techniques which create a 
dialogue with the researcher is the pivot for the research process. The role of the researcher 
and her understanding of the methods to find this hidden knowledge through facilitating 
participation becomes key. This section locates the knowledge as was outlined in the 
introduction (Chapter 1, Section 1.3.5) as a form of tacit knowledge and explains why the 
research follows Chambers’ advice (1997) to consider ‘whose reality counts?’. 
3.3.2.2 Objective and subjective knowledge 
Knowledge is rooted within human nature. Aside from debates around epistemology and 
ontology, is a further set of assumptions about the relationship between people and their 
environment. This relationship determines whether knowledge is objective or subjective 
(Burrell and Morgan, 1979). If knowledge is objective, people are conditioned by the external 
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circumstances and the environment, and respond to the situations around them. The world is 
viewed as a hard, external, objective reality. Research therefore is about exploring the 
relationships between the different elements in this external environment. If knowledge is 
subjective, people are at the centre of the environment and can control what is around them. 
Subjective knowledge is about understanding the worlds that the individual creates. The 
emphasis is on understanding and explaining how individuals modify and interpret the world 
around them and explaining what is particular and unique to them rather than what is 
universal and general for all (Burrell and Morgan, 1979). The WASH needs of PM women fall 
into subjective knowledge, because they are experienced at an individual level, and this 
knowledge is only held by PM women. PM women have subjective experiences of WASH, and 
do not share this knowledge with others, which needs to be considered in the research design. 
3.3.2.3 Tacit knowledge  
The WASH needs of PM women is tacit knowledge.  Tacit knowledge is a form of knowledge 
which is hard to describe and explicitly represent. It is used to ‘describe any form of non-
quantifiable knowledge’ (Linde, 2001:160) such as how to ride a bike, or to knead bread 
(Polanyi, 1958; Nonaka, 1995).  
Whilst the knowledge of the WASH needs of perimenopausal women remains absent from 
the literature, almost all women pass through the perimenopause. The WASH needs of PM 
women are known by women who are experiencing it or have experienced it but are not 
necessarily recorded in written form. By utilising an analogy to illustrate this, it is possible to 
turn to the Johari Window to understand these tacit needs as hidden knowledge. According 
to Pareek (1978: 170) the Johari Window is a ‘simple model for self-awareness’. The Johari 
Window is a useful model to understand the various forms of knowledge held by an individual, 
and its’ name was derived from the psychologists who developed it, Joe Luft and Harry Ingham 
(Shenton, 2007). The Window is set within a two-by-two matrix, which contains four panes. 
Figure 3.1 provides a representation of the model: 
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Figure 3.1: Johari's Window 
The four panes of the Johari Window are used to denote public, blind, hidden, and unknown 
knowledge (Luft, 1961), and can be used to situate the WASH needs of PM women as hidden: 
1. Public or open knowledge is known to self and to others. It is obvious to all 
whether or not a water supply system is working. 
2. Blind knowledge is self-unawareness of aspects within ourselves that others 
can see. The benefits of sanitation may be known to a water engineer, but a 
community may be unaware of the benefits. 
3. Hidden knowledge is known by individuals but not revealed to others. The 
WASH needs of PM women are hidden knowledge, because women who are 
perimenopausal or menopausal are aware, but others (including other PM women) are 
not.  
4. Unknown knowledge is not known by individuals or others. Women in a low-
income country may not know the best way to dispose of their used sanitary pads. 
Environmental health professionals may not know the best disposal methods or that 
appropriate disposal is an issue. 
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The WASH needs of perimenopausal women are thus knowledge which is known to the private 
self or are understood as ‘known unknowns’. These tacit needs are held amongst women but 
are not forms of knowledge which are revealed to the wider world.  
The introduction chapter referred to the knowledge of the WASH needs of PM women as 
hidden within an ‘onion’, hidden by layers of skin, such as neglect by science, the taboo around 
ageing, lack of discussion on the topic generally (especially not with men, who are commonly 
the WASH providers), and the intersections of being female, and a hidden group amongst an 
ageing population. Finding this hidden knowledge, which lies behind closed doors, requires a 
multidisciplinary approach, drawing upon the practical elements of engineering research and 
WASH discourses, as well as the feminist approach which seeks to listen to women’s voices 
who are at the centre of the research. 
3.3.2.4 Why is ‘whose reality counts’ important?         
This research builds upon the principles of the transfers of social power from the ‘uppers’ to 
the ‘lowers’ (Chambers, 1997). Chambers (1997) called for a consideration of ‘whose reality 
counts’ in the development context. In that perspective, it enables those who are with power 
to sit and listen to those who are last and weak, and in turn, this calls for engineers to put the 
first, last. This research argues that the realities of PM women count, and that neglect of their 
WASH needs, rendering them ‘hidden’, warrants an approach where PM women’s realities are 
heard. In the longer term, it is only if their realities are heard that their WASH needs can be 
met, and a path can be found to provide water and sanitation for all individuals, including PM 
women, by 2030. This research has enabled PM women to provide details of their own 
realities, and placed them into a position where they are being listened to and to set the reality 
of the situations they face.  
The next section discusses how considering whose reality counts aligns with the principles of 
Participatory Action Research (PAR). 
3.3.2.5 Principles of research design 
Participatory Action Research 
The methodologies employed fall under Participatory Action Research or participative 
methods. Fine (2008:215) states that PAR seeks to ensure ‘a democratic commitment to break 
the monopoly on who holds knowledge and for whom social research should be undertaken’. 
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PAR therefore has an explicit focus on collaborating with marginalised individuals who may be 
classed as ‘vulnerable’ (Kindon et al, 2007). Considering the lack of knowledge on the WASH 
needs of perimenopausal women, PAR is suited to this study because it is an approach which 
encourages methodologies to be adapted according to contexts, relations between researcher 
and participants and problems faced, thereby enabling creativity and innovation in the 
techniques used. Moreover, PAR provides the space to use various methodologies to generate 
different forms of knowledge (Kindon et al, 2007). This is done through: aiming to change 
social structures, social media and practices that maintain unjust, irrational and dissatisfying 
existence (McTaggart, 1997); addressing real life problems according to context; viewing 
participants as reflexive and competent in all parts of the process; creating interventions and 
outcomes which incorporate local values and beliefs; enriching the research process through 
diverse community experiences; reflect on action to create new meaning;  and finally, use the 
extent to which the research enables community self-determination and solves problems as a 
measure of validity and credibility (Kindon et al, 2007). In the context of researching with 
perimenopausal women whose WASH needs and realities are obscured, participatory 
research is appropriate in enabling capacity, knowledge and skills development during the 
process (Kesby et al, 2005), in order to identify solutions to meet PM women’s needs.  
Interdisciplinary approaches 
Interdisciplinary approaches involve the ability to produce knowledge by bringing together 
researchers with different viewpoints and different backgrounds into a project, who can 
engage in all aspects of the research and share their interpretation of the findings (O’Cathain 
et al, 2008). This research has drawn on perspectives from feminist research, civil engineering 
and geography. These approaches have shaped the design of the research. 
Qualitative and quantitative research 
Research has traditionally been characterised by qualitative approaches and quantitative 
approaches. For Creswell (2014:3), ‘research approaches are plans and the procedures for 
research that span the steps from broad assumptions to detailed methods of data collection, 
analysis and interpretation’. Research approaches necessarily dictate research design.  
Qualitative methods explore meanings given to human problems by particular people through 
data collection in participants’ settings (Creswell, 2014). An inductive approach, qualitative 
research principles argue that interactions between people construct social ideas, and is 
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therefore also constructivist (Robson and McCartan, 2016). Qualitative research methods are 
best suited to the feminist stance taken in this research. Feminist oral history interviews are 
characterised as a two-way non-hierarchal conversation with reciprocity and rapport building 
(Oakley, 1981). Women are placed at the centre of the research in consideration of the fact 
that their reality counts. Yet, the research explores the WASH needs of PM women which 
women do not discuss with others, particularly men. Qualitative approaches through 
interviewing for example are necessary because the topic is feminist by definition, and gender 
helps to build rapport into the conversation. Whilst PM women are being listened to and 
placed at the centre, the only way to access knowledge of their WASH needs is to have a less 
formal non-hierarchical conversation which eases the participant but maintains the focus on 
the women and not the researcher. 
Quantitative approaches examine the relationship between variables, to test objective 
theories, by producing numerical data which can be statistically analysed (Cresswell, 2014). 
An emphasis is on quantifying the data collection and analysis processes. For quantitative 
researchers, reality is deductive and objective (Bryman, 2016). Quantitative research design is 
either experimental or non-experimental, involving the use of tools such as surveys (Cresswell, 
2014). Quantitative data is typically presented in number format (Denscombe, 2003). The 
quantitative approach has been rejected for this study due to its analytical weaknesses: 
hypothesis testing means that phenomena may be missed, theories may not reflect 
participants’ understanding and knowledge may be too generalised (Johnson and 
Onwuegbuzie, 2004). 
From validity and error to trustworthiness and robustness: principles of valid research 
design 
This research is designed according to principles of social research, in that it is inspired by 
developments and changes in society (Bryman, 2016). In this thesis, this is an increasing 
population of PM women (WHO, 1996). Social research then explores these issues using ideas 
from the social sciences (Bryman, 2016). 
This research uses a combination of traditional measures of ensuring good research design 
from a quantitative perspective as well as a qualitative perspective. Whilst exploring the 
WASH needs of PM women lends itself to a qualitative approach, the results need to be valid 
across all disciplines, because it is interdisciplinary; the results need to be communicated to 
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engineers who traditionally use a quantitative approach. This effective communication is key 
to ensuring that the WASH needs of PM women can be met, because it is engineers who will 
implement the practical measures required at a community level. Environmental health 
professionals need to know that this research is valid and robust, across all disciplines from 
engineers to health workers. Research is robust if it considers validity and accuracy, bias and 
error, rigour, credibility and trustworthiness among other elements. 
Validity and accuracy 
Validity and accuracy concern the reasons why people believe claims to truth. Validity is about 
justifying the reasons to believe claims such as descriptions, accounts, statements of fact, 
propositions, generalisations, interpretations, arguments, judgements or influences (Norris, 
1997). Whilst threats to validity in quantitative research can be generically eliminated by 
including randomisation and controls, this is more challenging for qualitative research 
(Maxwell, 1992). Qualitative research should be scrutinised for validity because researchers 
are fallible, they can make mistakes and therefore the research is prone to error, no matter 
what the paradigm is (Norris, 1997).  
Reliability and consistency 
Research needs to be reliable and consistent, and the two are linked to each other. Reliability 
is the consistency of analytical procedures and biases which may influence the data. 
Consistency is reflected when the researcher’s decisions through the process are clear and 
transparent through a ‘decision trail’, with clear decision points. The methodology for this 
study should ensure consistency and enable similar or comparable findings to be reached if 
the study is conducted by an independent researcher, the decision trail for which is reflected 
in the outcomes of the research methods (Lincoln and Guba, 1985).  
Rigour 
The research must be richly rigorous and robust (Tracy, 2013). This research has multiple 
participatory methods applied in different contexts with purposefully selected samples. 
Rigour is also ensured by being able to design the research methods appropriately, triangulate 
the results produced from the method, ensuring transparency in the process, and having a 
sufficient sample to demonstrate that the findings show the wider picture. This chapter seeks 
to demonstrate the rigour of this research by outlining the process from beginning to the end. 
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Bias and error  
This research needed to account for bias, to eliminate the risk of error in the data. Chambers 
(2006a) outlines six types of bias which need to be considered in this research: 
• Spatial and project bias: where is the researcher visiting and not visiting? What is being 
seen and not seen?  
• Person bias: who is being met and seen and heard?  
• Seasonal bias: what are things like during other times of the year?  
• Diplomatic bias: what questions are not being asked?  
• Professional bias: what does the researcher notice or ask about?  
• Security bias: are insecure areas being excluded?  
Chambers (2017) notes that there are different sources from which error is generated, 
including: 
• Power: to recognise and reward or to penalise and dismiss 
• Interests and motivations: of individuals and institutions, benefits and disbenefits, 
such as through funding 
• Mindsets: of personal and professional ideologies, predispositions and orientations, 
and how things are seen and interpreted 
• Ego: esteem in which a researcher is held as a determinant of behaviour 
• Misleading data: presenting misleading data without testing assumptions, including 
cumulative errors, propagating ‘results’ to conveniently confirm beliefs 
• Extrapolating out of context: deriving simple narratives through scaling up local 
research 
• Behaviours and experiences: embedded narratives and beliefs, selective experiences 
through visits, repeating narratives, stories and statistics 
• Repetitive confirmation bias: searching for, favouring, recalling and repeating 
information to confirm researcher beliefs 
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Trustworthiness: credibility, transferability, dependability, and confirmability 
This study has predominantly used a qualitative approach, which is designed under the 
principle of trustworthiness as a means of assessing ‘how good’ a study which uses qualitative 
approaches is (Lincoln and Guba, 1985). There are four criteria against which the 
trustworthiness of the research can be measured (Bryman, 2016): 
• Credibility: how believable are the findings from the method (internal validity)? Can 
what is being shared be trusted as the truth?  
• Transferability: can the findings be applied to other contexts (external validity)?  
• Dependability: how likely are the findings to apply at other times(reliability)? 
• Confirmability: to what extent have the researcher’s values intruded upon the research 
(objectivity)? 
Triangulation 
Triangulation is intended to counter all threats to validity. Threats to validity in qualitative 
approaches can include: inaccurate or incomplete data, imposing a framework on the data 
instead of deriving meaning from emerging themes or events, bias and lack of rigour, and 
failing to account for alternative explanations to the data found. Triangulation enhances the 
rigour of research (Robson and McCartan, 2016). Table 3.3 summarises different forms of 
triangulation: 
Data triangulation The use of multiple methods to collect data 
Methodological triangulation Using both quantitative and qualitative data 
with multiple methods 
Theory triangulation  Using more than one theory or perspective 
Observer triangulation  Using multiple insider and outsider 
observers 
Table 3.3: Triangulation types (Denzin, 1988) 
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Sampling 
Sampling is ‘an act, process or technique of selecting an appropriate sample’ (American 
Heritage College Dictionary, 1993: 1206). Sampling in the context of qualitative research can 
comprise various different factors. According to Robinson (2014: 26), a four-point approach 
can be taken to conduct qualitative sampling. Table 3.4 summarises the four-point approach: 
 Name Definition Key decisional issues 
Point 1 Define a sample 
universe 
Establish a sample 
universe, specifically by 
way of a set of inclusion 
and/or exclusion criteria 
Homogeneity vs. 
heterogeneity, inclusion 
and exclusion criteria 
Point 2 Decide on a sample size Choose a sample size or 
sample size range, by 
considering what is ideal 
and what is practical 
Idiographic (small) vs. 
nomothetic (large) 
Point 3 Devise a sample 
strategy 
Select a purposive 
sampling strategy to 
specify categories of 
person to be included in 
the sample. 
Stratified, cell, quota, 
theoretical strategies 
Point 4 Source the sample Recruit participants 
from the target 
population. 
Incentives vs. no 
incentives, snowball 
sampling varieties, 
advertising 
Table 3.4: The four-point approach to qualitative sampling (Robinson 2014: 26) 
3.3.3 Selecting research methods  
After the research is designed, methods need to be selected which are suitable for the study. 
Qualitative methods might include focus groups, participant observation, ethnography, 
informant diaries, letter writing and video. Quantitative methods might include experiments, 
surveys and structured interviewing. The choice of the research methods should be guided by 
the principles of research design as detailed in the previous section (Section 3.3.2.5). The 
research design needs to answer the research questions (Vogt, 2008). It is important to avoid 
‘gross misfits’ (Yin, 2009: 8) where a different method is more advantageous to the research 
than the one selected. Practical considerations also need to be made. This may include 
logistics of travel, costs, equipment, timing, locations, resources needed, and people to be 
involved, among other things. 
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Research in the WASH sector has previously involved applying methodologies which help to 
explore topics which are under-researched or taboo. The Participatory Hygiene and Sanitation 
Transformation (PHAST) approach seeks to empower people to improve their lives through 
participatory methods. PHAST encourages individuals who may have difficulties in expressing 
their views, such as women, to participate in groups irrespective of their background (WHO, 
1998). Participatory Rural Appraisal (PRA) empowers those who are weak and places the ‘first 
last’ using techniques such as mapping (Chambers, 1997). Gendered approaches have 
emphasised the need for meetings on water and sanitation issues to be held at a time 
convenient to women which fits around their domestic duties (Sultana, 2009), whilst 
disaggregated data sets help to evaluate the impact of WASH policy on women as well as men 
(Seager, 2009). Behaviour trials, proactive facilitation, structured observation and smaller 
focus group discussions, enable effective implementation of hygiene promotion (UNICEF and 
LSHTM, 1999).  Focus group discussions also facilitate research with individuals who are 
reluctant to talk about their experiences (Barbour, 2007). Role play drama, pocket chart 
voting, accessibility audits and safety mapping help to explore violence, gender and WASH 
(House et al, 2014).   
3.3.4 Research method  
The method of the research outlines what was planned. This is distinct from the methodology, 
which later discusses the results of the method and the reality of what happened in the 
research (see Sections 3.4 to 3.10). The method considers the research process from the start 
and conducting a literature review through to the final analysis of the data. Four stages were 
planned for the method to be employed: stage 1. literature review, stage 2 (2a. designing the 
research, 2b. selection of a case study), stage 3. collection of the data, and stage 4. data 
analysis as shown in Figure 3.2: 
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Figure 3.2: Planned research method 
The planned method was a standard, conventional approach to conducting research. The 
section begins by justifying the ‘saturation’ perspective instead of planned quantities for the 
research. The section then discusses the method of the four planned stages of the research.  
3.3.4.1 Information power and saturation 
Traditional research is from a quantitative approach, common to the discipline of civil 
engineering in which this research lies. Traditional, quantitative science argues that planning 
a precise sample size or having a planned quantity of repeats is ‘necessary to demonstrate 
effects of a certain magnitude from an invention’ (Malterud et al, 2016: 1753). This research 
follows a qualitative approach, whereby the sample size (N) can only be estimated, but not 
planned accurately, because it depends on the ‘information power’, or the extent of 
information contained within the sample. The more information power, or information that 
can be gained from individuals in a sample, the lower N is (Malterud et al, 2016). A grounded 
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theory approach, suited to this research, generates theories from data that is collected. Data 
is collected up until a point where saturation is reached, and further information is no longer 
added to the theory being developed (Glaser and Strauss, 1999; Malterud et al, 2016). N needs 
to be large enough and varied enough to meet the research objectives.   
This study did not have a firm planned quantity for all of the methods. It was planned that one 
literature review would be conducted using the results of the literature search as the initial 
research stage. For the remainder of the study however, after the research was designed, it 
was planned that data was collected until saturation was reached. The next sections provide 
an overview of the method and what was planned. 
3.3.4.2  Literature review: set research objectives 
The research was to initially begin with a single literature review. The purpose of the literature 
review was to set the research objectives for the study. The method was to conduct a 
systematic search of the literature to identify relevant results to include in the literature 
review. The literature review method was planned to focus upon identifying gaps in the 
current state of knowledge on WASH for PM women by highlighting literature which did exist. 
Literature relevant to WASH for PM women would provide themes to explore in the study by 
informing the research objectives. 
3.3.4.3 Design the research: utilising the literature to plan the study 
The second method was the design of the research. The methodologies of any relevant 
literature which related to indications of WASH for PM were to be examined. The research 
was to be designed according to the ‘best practice’ of existing studies on the topic. 
3.3.4.4 Select the case studies: countries, cities, communities 
After designing the research, the method was to select the case studies based upon the 
literature gap. The research planned to review the literature to see where existing research 
has been conducted, thereafter identifying a national level gap, with scope for more than one 
country in Asia, Africa, and Latin America, where access to WASH is limited, to be explored. 
Thereafter, if research had been conducted in several countries, the search for the gap would 
have been scaled down not only to country, but to region, being urban, rural, a city, or a 
village, and socio-economic and cultural characteristics.   
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3.3.4.5 Data collection  
The next method was data collection informed by the research design (see Section 3.9). Three 
overall stages were intended to be conducted in low-income countries. The first planned stage 
was a pilot study (see Section 3.9.1) with a proportionate sample of PM women in a low-
income country. A pilot study is defined as ‘a small-scale methodological test conducted to 
prepare for a main study and is intended to ensure that methods or ideas would work in 
practice’ (Kim, 2010: 191).  The pilot phase provides scope for methods to be improved and 
adjusted for the main study (Kim, 2010). Braun and Clarke (2013) suggest that 6-10 interviews 
is an appropriate range for a qualitative pilot. The second stage of data collection was to be 
done in low-income countries with PM women. A range of 10-50 repeats to produce 
participant generated material is recommended for a small-scale study such as researching 
the WASH needs of PM women, unlike a recommendation for over 400 repeats for a large 
study (Braun and Clarke, 2013). However, the principles of saturation were more applicable 
as the research was being designed, and this was to be applied instead of following the 
recommended range of repeats. The data was to be collected through oral history interviews, 
mapping, surveys and PhotoVoice, complemented by ethnographic data that were ultimately 
adopted, the justification for which is discussed in the results of the methods (see Sections 
3.7.1, 3.9.4, 3.9.5, 3.9.6, and 3.9.7).  The third planned stage of data collection was to identify 
solutions to meeting the WASH needs of PM women by engaging environmental health 
professionals through a vignette method (See Section 3.9.8). 
3.3.4.6 Data analysis: using NVivo models 
The final planned stage was to use NVivo software, a qualitative data analysis tool, to analyse 
the data. The plan for using NVivo was to code the data and generate computer models by 
‘clustering’ themes of data visually. The visual models would present the themes of the 
research findings and illustrate any links between different elements, to guide the write up of 
the results.  
3.3.5 Case study approach  
Case study methods are a form of social science research. Case study methods have a two-
fold definition. Firstly, a case study ‘investigates a contemporary phenomenon (the “case”) in 
its real-world context, especially when the boundaries between phenomenon and context 
may not clearly be evident’ (Yin, 2014: 2). The second part of the definition considers research 
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design and how data can be collected, considering factors such as triangulation, and how the 
case study itself can have different variables than the data points themselves. A case study 
method can cope with situations with multiple variables which outnumber data points, and 
produce one result. Case study research converges multiple sources of data through 
triangulation, and therefore benefits from prior theoretical development and grounding to 
guide the data collection and analysis. This approach can cater for different epistemologies 
(e.g. relativism) to account for multiple realities with multiple meanings (Yin, 2014). The case 
study approach can involve the use of different methods. This research considered the use of 
ethnography, questionnaires, oral history interviews, PhotoVoice, participatory mapping and 
vignette method, as part of the case study approach.  
3.3.5.1 Ethnography 
In the process of ethnography, the researcher, either overtly or covertly, participates in 
people’s daily lives for a certain length of time. Ethnography involves collecting data which 
has any form of relevance to what is being studied and can help to provide context to the 
findings (Hammersley and Atkinson, 2007). Ethnography is characterised by five elements. 
Firstly, research is done in the field to explore people’s actions and accounts in everyday life 
rather than in conditions created by the researcher, such as experiments. Secondly, a range 
of sources are used to gather data, informal conversations and participant observation being 
two of the main methods. Thirdly, data collection is unstructured, without a fixed research 
design, with categories being generated out of the data analysis. Fourthly, in-depth study is 
facilitated by focusing on a few small-scale case studies such as a single group of people. 
Finally, analysis focuses on interpreting the meanings, functions and consequences of people’s 
actions and institutional practices, in local and wider contexts. Ethnography mainly produces 
verbal descriptions and explanations, often reflected through hand-written fieldnotes 
(Hammersley and Atkinson, 2007). Awunyo-Akaba et al (2016) used ethnographic 
observations in their community in the Greater Accra region of Ghana to explore the usage 
and conditions of water and sanitation facilities by households. Awunyo-Akaba et al (2016) 
had to be wary of violent unrest in the area, the social stigma around sanitation and 
defecation, and bias in the data through snowball sampling. Cultural sensitivities to a lack of 
sanitation were reflected through issues with informed consent, community entry processes, 
and barriers to the research through participants’ expectations from the study. Gatekeepers 
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and language barriers are also issues to be wary of when conducting ethnographic research 
(Awunyo-Akaba et al, 2016).  
3.3.5.2 Questionnaire 
Questionnaires are tools which involve a written set of questions which facilitate the collection 
of data through directly asking a set of questions to individuals that are relevant to the 
research (Denscombe, 2014).  A questionnaire is regarded as a means to collect data which is 
efficient in terms of time needed for completion and enables the researcher to analyse 
whether there are any links between the different variables being assessed (Best, 2012). 
Greenland et al (2016) used a questionnaire to assess household sanitation practices 
associated with uptake of “Clean Team” serviced home toilets in Kumasi, Ghana. This study 
identified that it is difficult to determine causality of issues with a questionnaire and to dig 
deeper into what is being presented, which needs to be considered when researching the 
WASH needs of PM women. 
3.3.5.3 Feminist oral history  
Oral history is a tool for a phenomenological approach to research. ‘It is the act of recording 
the speech of people with something interesting to say then analysing their memories of the 
past’ (Abrams, 2010: 1).  This act commences by an interviewer recording the narrative of an 
interviewee, or narrator, to form a verbal document, which is understood as the oral history 
(Oral History Association, 2014). Semi-structured interviews are a useful tool for oral history. 
Semi-structured interviews are fluid and conversational, conducted according to the 
interviewee’s interests. An interview is a method of data collection, through a dialogue 
between the interviewer and the interviewee, creating the respondents’ own account of their 
experiences from their own individual perspective (Valentine, 2005). Interviews can find out 
‘what is in and on a person’s mind…, to access the perspective of the person being 
interviewed… to find out things from them which we cannot directly observe’ (Patton, 1990: 
278). 
Oral history is valuable when seeking information which is absent from written records, and 
to understand more about individuals whose experiences may not be recorded (Woodfield, 
1997). Lending itself to phenomenology, oral history enables the narrator to focus on a 
‘bracketed’ time frame, achieving temporality in relaying experiences from a particular phase 
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of life (Friedman, 2014). Recording the WASH experiences of perimenopausal women is 
historiography, a part of oral history which enables a person to reconstruct past events from 
the perspective of the present, legitimising memories (Giesen and Junge, 2003).  
Feminist oral history argues that women’s histories and voices which reflect their lives have 
been ignored by traditional sources. This approach validates the lives of women, by contesting 
wider political, social and economic definitions and discourses which obscure them (Sangster, 
1994). This approach to recording narratives of WASH needs for PM women is best suited to 
this research. Using interviews as a tool for oral history, PM women can shape the research 
agenda by highlighting what is of direct importance to them, as gender becomes the focal 
point of analysis, and as their individual voices become a central part of history. Women’s 
interpretations are different to those of men, as they downplay events or accomplishments, 
or seek to conceal any accomplishments. A focus on women is a means to ensure that any 
overlooked topics of interest become added to the research (Sangster, 1994). Feminist oral 
history allows PM women to share their own realities and what matters to them (Sangster, 
1994). 
Feminist oral history redresses issues of power in interview settings, as recommended by 
Chambers (1997). The relationship between researcher and participant is marked by 
intersubjectivity, authenticity and reciprocity (Stacey, 1988; Wolf, 1996; Frisch, 2003; Madison, 
2005; Lassiter, 2006), and therefore equalised. Equalisation is a route to accessing hidden 
knowledge, including the WASH needs of PM women. For Oakley (1981), the interview is a 
cooperative venture and conversational. Intimacy is facilitated by reciprocity, through a 
reduced distance between the researcher and researched, attained due to feminist 
researchers appealing to informants and building trust by use of their gender as women 
(Oakley, 1981). Participants ‘do not speak in the abstract, but speak to the researcher, with 
the researcher, and inasmuch as the material is published, through the researcher’ (Portelli, 
1998:72). Oral historians have called for a ‘shared authority’ to the research (Shopes, 2003). 
A participatory approach in oral history is the fundamental basis to overcome any 
researcher/researched boundaries, to be non-hierarchal and non-manipulative (Reinharz, 
1983; Cotterill, 1992). Communicating as equals is important to be able to access PM women’s 
narratives about their hidden WASH needs.   
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Feminist oral history is traditionally divided into two categories: feminist empiricism and 
feminist standpoint (Harding, 1986).  Traditional feminist empiricism takes the view that good 
science, or research, can only be attained with good empiricist methodologies. From this 
stance, the focus remains upon a critique of the exclusion of women as both researchers and 
participants, and the resulting negative effects of this exclusion upon women (Harding, 1986; 
Crasnow, 2013). Feminist standpoint epistemology has two theses. First, the ‘situated 
knowledge’ thesis makes the claim that experiences and knowledge are influenced by social 
location, therefore there is a particular standpoint from which knowledge is derived. Secondly, 
the ‘epistemic advantage’ thesis argues that an epistemic advantage lies within the 
standpoints of marginalised or oppressed groups (Wylie, 2003).  
Yet, despite these two paradigms, a third approach, feminist constructivism would be best 
suited to the research. Feminist researchers Stanley and Wise (1983) stated that the ‘personal 
is political’, and therefore accessing knowledge is constructivist. Graham (1984) emphasised 
the foundations of theory as lying within women’s subjectivity and experience. The 
researcher’s feminist positionality is a factor influencing the adoption of a feminist oral history 
approach. As Haraway (1991) has argued, situated knowledges are used to create maps of 
consciousness, and reflect factors which characterise the researcher such as race and ethnicity, 
age, and notably, gender.  
In her research on developing standards for household latrines in Rwanda, Medland (2014) 
discussed the need to be wary of using a Dictaphone to record interviews in busy 
environments where it was noisy. Interview questions also need to be phrased as clearly as 
possible and the interviewer needs to avoid asking multiple questions about the topic. Ideally 
interviews should be transcribed as quickly as possible to aid analysis and to assess whether 
topics are being repeated (Medland, 2014). 
3.3.5.4 PhotoVoice 
PhotoVoice is ‘a process by which people can identify, represent and enhance their 
community through a specific photographic technique’ (Wang and Burris, 1997: 369). 
PhotoVoice allows people to act as recorders and to facilitate change by entrusting cameras 
to them, to use photographs to document their lives, to tell the stories of their communities 
and share their knowledge and expertise of their issues in a participatory way, giving 
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themselves a voice. Hence this leads to the notion of ‘PhotoVoice’ (Wang and Burris, 1997). 
There are three main aims of PhotoVoice projects. Firstly, to make voices heard by allowing 
those with no opportunity to influence decisions which affect their lives, by using photography 
to raise awareness of their issues, to draw attention to the reality of their lives, complemented 
with dialogue, exchange and education, and advocacy to target specific decision makers. 
Secondly, PhotoVoice encourages self-development and empowers individuals who are 
marginalised or ignored to take control of their lives, by developing their thinking skills (e.g. 
problem solving), social skills (e.g. appreciating and validating others, building positive 
relationships with friends and family) and negotiation and decision-making skills (Blackman 
and Fairey, 2014). The PhotoVoice method builds upon the principles of Participatory Rural 
Appraisal put forward by Chambers (1997). As such, it seeks to ensure that marginalised 
groups are fully involved in making the decisions that affect their lives and the lives of their 
community, resulting in long term change to participants. Photographs taken by the 
participants themselves can be used as means to understand the everyday lives of individuals 
and to provide them with a means to express their own perspectives on life. Notably, 
PhotoVoice raises awareness of particular issues which directly affect individuals (Blackman 
and Fairey, 2014). 
 Mazeau (2013) explored the implementation, usage and acceptability of shared toilets in 
Ashaiman, east of Accra, Ghana. Training women to use the camera in this study took a long 
period of time and was costly. This study on the WASH needs of PM women needed to ensure 
that women were adequately trained to use cameras to participate in the exercise, and to use 
cost efficient equipment to conduct the exercise.  
3.3.5.5 Participatory mapping 
Participatory mapping is ‘a map making process that attempts to make visible the association 
between land and local communities by using the commonly understood and recognised 
language of cartography’ (International Fund for Agricultural Development, 2009:6).  From all 
the participatory methods used in development research, it is ‘participatory mapping that has 
been the most widespread’ (Chambers, 2006:1). Participation mapping can present spatial 
information at a variety of scales, from detailed data upon village layout and the location of 
infrastructure, such as rivers, roads and housing, to larger scale representation of the 
distribution of natural resources. Maps can also be useful in illustrating historical, social and 
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cultural information, which may be related to demography, health patterns, the distribution 
of wealth and ethno-linguistic groups (International Fund for Agricultural Development, 
2009).  Participatory mapping aligns with the principles of Participatory Rural Appraisal (PRA) 
put forward by Chambers (1997), who argued for a reversal of power and to give control to 
local people. In participatory mapping, ‘the stick’ (or pen or chalk) is literally handed over to 
the local people who are involved in the community, and hence the outsider becomes the 
‘lower’ and the participants take control and become the ‘upper’. Chambers (1997) aptly 
summarises the seven reversals of power in PRA which apply to the mapping processes of this 
research (Table 3.5): 
 
• From closed to open: emic realities, from the insider looking outwards, become 
exposed, the dominance of the etic, from the outside looking in, is restrained 
• From measuring to comparing: inaccessible and sensitive realities become 
accessible 
• From individual to group: power is transferred to the insiders, with a higher ratio of 
those on the inside to those on the outside 
• From verbal to visual: enabling lowers who cannot read, write, or speak up and are 
marginalised to convey their realities 
• From pen, table and wall to ground: the ground empowers the weak and the 
dominance of the few who sit at tables, hold pens or stand at the wall is reduced 
• From reserve to rapport and from frustration to fun: social energy is released, and 
outsiders facilitate analysis conducted by insiders 
Table 3.5: Reversals of power in PRA (Chambers, 1997) 
These principles allow participants to take control of and to own elements of the research, 
rather than merely ‘extracting’ the data needed (Chambers, 1997). These principles help to 
‘reinforce reversals of power, knowledge and ownership’ Chambers (1997:154), key to this 
research. Hohenthal et al (2017) discussed critical cartographies for participatory water 
management in the Taita Hills area of Kenya. Participatory mapping processes needed to have 
different ethical considerations. It was noted that the communities in which they worked were 
not homogenous, and the design of the participatory mapping processes needed to cater for 
capturing the knowledge and experiences of people, irrespective of their gender, age, social 
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status and personal and ethnic background (Hohenthal et al, 2017). This study on the WASH 
needs of PM women needed to ensure that the design of the mapping process gave a voice to 
each of the participants and facilitated discussions in a group which involved all of the women, 
regardless of their age, social status and ethnic background. 
3.3.5.6 Vignette method 
The vignette method involves ‘presenting respondents with one or more scenarios and then 
asking them how they would respond when confronted with the circumstances of that 
scenario’ (Bryman 2016: 259). Vignettes focus upon the simulation of real-life events, through 
the creation of fictional situations which are inspired by real events which have occurred. 
Vignettes can be presented in different forms, for example a live event, or a case study 
presented in written form (Robson and McCartan, 2016). Hughes and Huby (2002: 385) state 
that ‘vignettes, used alone or in conjunction with other research techniques, can be valuable 
research tools in the study of people’s lives, their attitudes, perceptions and beliefs’. The 
vignette method can be used as a means to elicit views from people providing a service 
(Robson and McCartan, 2016). Rahman (1996) identified that the responses to vignettes by 
female carers of older people were similar to how they would respond in real life. Vignettes 
were also useful for McKeganey et al (1996), who found that participants were more likely to 
respond to vignettes about sharing needles among intravenous drug users and provide 
truthful information, rather than giving socially appropriate responses. Employing the vignette 
method needs to acknowledge that it does not completely capture the realities of what it 
studies, but the interpretation of vignettes by participants is valuable to research (Hughes and 
Huby, 2004). In a study by Hughes (1998), difficulties arose in the data analysis from the 
vignette method when some participants responded in the first person, becoming the 
character in the vignettes, with others responding in the third person. Distinguishing what 
participants really think compared to what they think is socially important is a factor to 
consider in the vignette method (Finch, 1987; Whittaker, 2002). This research needed to 
ensure that vignettes were kept consistent and the same ones were presented to all 
participants, to allow comparison between what might be seen as important and what actually 
is important, based on the responses given. 
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3.3.5.7 Coding and NVivo: Data analysis  
Qualitative data can be analysed by coding. Coding is useful to: identify relevant phenomena; 
find examples of these phenomena; and to establish differences, commonalities, patterns and 
structures amongst these phenomena by analysing the data (Seidel and Kelle, 1995). Codes 
are ‘tags or labels for allocating units of meaning to the descriptive or inferential information 
compiled during a study’ (Basit, 2003: 144). Codes can enable concepts and ideas to be 
developed through being linked to specific parts of the data. Thus, the researcher can take a 
heuristic approach, and learn more about the particular topic being researched by going 
beyond the data itself to form a deeper level of analysis (Coffey and Atkinson, 1996).  Ideally, 
data such as interview transcripts should be examined several times, as ‘by reading and 
rereading the corpus, you gain intimate familiarity with its contents and begin to notice 
significant details as well as make new insights about their meaning’ (Saldaña, 2014:584). 
Qualitative data analysis can be done through a specialist software, called NVivo 11. NVivo is 
useful for various purposes. The software can help to manage the data, which is often messy 
in qualitative research, including not only interview transcripts, photographs and 
questionnaires, but also audio, video, published research and notes. NVivo helps to manage 
ideas generated from the research, to search the data by running queries to answer certain 
questions, to visualise the data and the relationships between different items, and to report 
from the data using their contents, ideas and knowledge produced from the data and the 
analysis process to reach the outcomes (Bazeley and Jackson, 2013). Using NVivo as an 
analytical tool has limitations to consider. NVivo has been construed as distancing the 
researcher from the data, and not allowing the researcher to manually get close to it. Concerns 
are raised about using a ‘code and retrieve’ function, which may exclude other analytical 
processes. Using the computer to run NVivo may lead to perceptions that the analysis is 
positivist rather than constructivist. Finally, computer use through NVivo is critiqued for only 
supporting grounded theory approaches, and is misconstrued and critiqued for creating its 
own approach to analysis (Bazeley and Jackson, 2013). The data analysis process needed to 
be transparent in showing that these limitations were overcome through good practices. The 
next section discusses the overall outcomes of the research methods and how the research 
was eventually conducted. 
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3.4 Outcomes of research methods 
The next sections of the methodology discuss the outcomes of what was planned for the 
research, as outlined in section 3.3. In practice, the nature of the WASH needs of PM women 
being hidden knowledge meant that the methodology evolved over time, and had to adapt to 
different ways of finding the data compared to conventional methods (literature review, 
design, data collection and analysis). The original planned research process incorporated these 
four planned stages. In reality, the outcome of the research methods ultimately led to six 
stages in the research process: literature review, phenomenological review, research design, 
case study selection, data collection and data analysis (Figure 3.3).  
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Figure 3.3: Outcomes of the research process 
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The six stages of the process reflect how finding hidden knowledge about WASH needs for 
PM women requires alternative approaches. Firstly, the planned use of a literature review to 
identify the objectives of the research did not materialise, and the wide literature gap made 
it challenging to identify a case study based on a gap in locations that had been studied.  
The literature review did not meet its purpose to identify the objectives and led to stage two, 
the phenomenological review. In the phenomenological review, women from the UK and the 
USA who were either PM or menopausal participated in feminist oral history interviews about 
their WASH needs during the perimenopause. This identified their experiences of PM 
symptoms, and the hygiene needs that were universal to all PM women, irrespective of their 
WASH context, such as bathing or laundry. The WASH themes that emerged from the 
phenomenological review were the basis for formulating the research objectives and research 
questions for the study, which could not be established from the literature review. 
Stage three was research design. The results of the phenomenological review were used to 
design the research and select the methods to be used to research the WASH needs of PM 
women. The research was designed around a case study method, and incorporated 
participative methodologies, based on the principles of considering ‘whose reality counts’ and 
ensuring that PM women are placed at the centre of the study for their voices to be heard. 
The research design process had several iterations. The results of the interviews from the 
phenomenological review were analysed in stages by reflecting on emerging themes as 
interviews were conducted using a research diary. As these themes emerged, new literature 
of relevance to the research could be found relating to these data. Thereafter, this literature 
was added to the literature review. This process was repeated several times until the data 
had reached saturation point, and an appropriate research design could be established.  
Stage four considered case study selection. Attendance at the 37th International WEDC 
Conference in Vietnam brought opportunities to network and establish links with potential 
partners for the research from low income countries where WASH services were lacking. This 
conference led to links being made with a research partner in Accra, and the data was 
collected in Ghana. 
Stage five of the research was data collection in Ghana, with a pilot study followed by two 
stages of data collection with two cohorts. The first cohort was PM and menopausal women, 
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and the second cohort was environmental health professionals. Data was collected in two low 
income urban communities in Accra and Kumasi with PM and menopausal women. The tools 
selected in the research design were used to gather data about the hidden WASH needs of 
PM women. These data were then fed back to local environmental health professionals in the 
municipalities, to establish the solutions to meeting the WASH needs of PM women.  
Stage six was data analysis. The original plan to use NVivo as a qualitative data analysis tool 
was implemented, and the data was thematically analysed. Attempts were made to create 
models using NVivo, and to look at the data in the context of existing theoretical models. 
However, this was ineffective in establishing links between the data and identifying 
relationships to discuss. The data coded in NVivo was then used to establish themes for the 
analysis using nodes produced from the software, but models in NVivo were not used. The 
outcomes of the six stages of the research are now discussed in greater depth in the next 
sections of the chapter. 
3.5 Stage 1 – Literature Review 
As discussed in Chapter 2, the literature review was done using a systematic search process 
of twelve academic databases using 59 pre-set search term combinations, selected by their 
relevance to the research field. The literature review process is discussed in Section 2.2. 
3.6 Stage 2 – Phenomenological Review 
The second stage was the phenomenological review, conducted to set the research objectives 
and research questions for the study. A phenomenological review aims to ‘arrive at the 
essence of researchers’ empirical experiences with a phenomenon’ with a research report 
acting as the unit of analysis (Randolph, 2009 :10). A phenomenological review approach was 
adopted due to a lack of literature and a significant knowledge gap. The phenomenological 
review involved conducting semi-structured interviews as part of a feminist oral history 
approach (see Section 3.3.5.3), with PM women from the UK and USA, due to relative ease of 
access compared to low income countries. The interviews were conducted because it was 
unclear how WASH could be directly linked to the perimenopause through an absence of 
secondary evidence within the literature. The aim of these interviews was to uncover the 
‘phenomena’ about WASH needs, such as bathing or laundry, which apply to all PM women 
irrespective of their WASH provision, which were unknown. The results of the 
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phenomenological review were then used to form the research objectives and research 
questions for the main phase of the study, later conducted in Ghana.  
3.6.1 Outcomes of data collection 
3.6.1.1 Participant recruitment 
PM and menopausal women from the UK and USA were purposefully recruited to participate 
in this research. To identify WASH issues which may be apparent in low income countries, 
women from ethnic minority communities of the appropriate age range were targeted for 
this stage of the research. These women were most likely to be found in particular churches. 
Women of African descent comprised most of the sample, and were recruited from Adventist 
churches, and the Redeemed Christian Church of God. These women were also identified 
from community centres and women’s organisations in the UK. Other women of South Asian 
descent were also purposefully selected to reflect the potential issues for PM women in the 
Global South. White British women were also included in the sample, to ensure diversity in 
the sample, maximum variation in the findings and to show that WASH issues were prevalent 
for all women, but to also provide a point of comparison between ethnic backgrounds. South 
Asian and White British women were recruited through GP surgeries, academic institutions, 
and relatives. Other religious institutions such as temples, with a South Asian population, 
were also contacted, but there was no reply.  Recruitment was done mostly through informal 
conversation with known participants, email, letter writing to organisations, posters, and 
attending a church group meeting. These women were either working, looking for work or 
retired and of various ages. Twelve organisations were contacted. Twenty-five women from 
six organisations and the researcher’s relatives were recruited for the phenomenological 
review, of which 23 ultimately participated. 
3.6.1.2 Interview process 
Twenty-one interviews were conducted face-to-face and two interviews were conducted by 
Skype. Skype interviews were all conducted from the researcher’s home. All face-to-face 
interviews were held in pre-arranged locations, mostly in participants’ homes, to which the 
researcher travelled. Other interviews were held at places of work, churches, cafes, tea rooms, 
and one was held at a public library: 
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The location of the interview was really interesting- xxx library! Given the topic and 
the fact that xxx library is so open I was really surprised when she said let’s meet 
there. I did ask her again to check, offered to walk to another place but she didn’t 
care! There was even a man sat right behind us whilst we were discussing this stuff, 
I hadn’t realised but she was facing him and even she didn’t mind at all- I was amazed!  
Fieldwork diary, 19/05/2014 
All interviews were recorded on a digital recorder device. To facilitate a conversation, in 
accordance with the oral history approach, a conscious effort was made to sit opposite the 
interviewee, with the recorder and topic guide on a surface in between. A support worker, 
who accompanied the researcher sat behind her or adjacent to the surface, to ensure the 
flow of conversation remained between researcher and interviewee alone without their 
influence.  
The role of the body language of interviewees was acknowledged as a crucial analytical tool 
for the nature of data being collected. In the context of interviews, a record of body language 
‘is a necessary tool for interpreting the respondents’ attitudes and feelings’ (Mariampolski, 
2001: 199).  Whilst the interview was conducted, the role of the practical support worker was 
to provide notes on the body language of each interviewee.  Bodily movements or expressions 
reflecting the attitudes and emotions of the interviewee were noted with the time of their 
occurrence:  
49.39…. “memory” laughs 
50.27… “memory a challenge” taps head 
52.00… “can forget” holds chin and looks at distance, laughs a lot 
Fieldwork notebook, 18/06/2014 
Attempts were made to analyse these notes. A lack of literature on WASH for PM women 
indicated potential taboos about the topic, and these notes were intended to form part of 
the analysis in relation to these taboos. Ultimately these notes were not included in the 
analysis, because it was not feasible to analyse the same data on body language gathered in 
Ghana due to translation issues.  
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3.6.1.3 Dilemmas faced  
Dilemmas in the phenomenological review required negotiation. The Skype interview posed 
technological challenges; the recording software could only offer five minutes of recording. 
Therefore, the interview was interrupted as the software needed to be reset to record.  
One of the interviews posed wide-ranging challenges. Firstly, the interview was interrupted 
due to the venue being closed: 
Had to go outside the church partway through interview as it was being locked up 
and sat on bench. Interrupted the flow, I felt sort of bad that this happened as I was 
wary of her nerves and I wanted to make sure she was comfortable. 
Fieldwork diary, 13/04/2014 
The interview ended up being conducted on a bench which was on a main road, making the 
interview very public and difficult to conduct. Further, it was evident from the outset that the 
interviewee was nervous, due to the sensitivity of the issue being researched, and the 
interviewee struggled to maintain an open dialogue. The difficulties were compounded due 
to a combination of the traffic going past which made it harder to hear, and the fact that there 
was not a place specifically to ‘set up’ the interview and put the recorder and the research 
materials down on a surface for more ease.  
Other factors affected the dynamics of this interview. The practical support worker had also 
brought her baby with her to the church service and the interview. By the time the service 
was over, the baby was getting restless through the interview, adding disruption as attempts 
were made to pacify him. Eventually, the baby was placed on the researcher’s lap once the 
interview had moved to the bench to enable the support worker to take notes and it took 
time for the interview to regain focus. As McRobbie (1982: 55) summarises, ‘traditional social 
science cannot prepare women for many of the discomforts of research’. 
On a separate occasion, the participant did not inform the researcher that she got called into 
work on the day of the interview: 
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No answer at door. Waited, and called and her phone was switched off. Came back 
after giving a couple of info sheets at the surgery opposite her house.   
Fieldwork diary, 29/04/2014 
This interview was re-arranged and successfully conducted one week later. Care was taken 
thereafter to ensure that each interviewee was available by calling ahead to confirm their 
availability on the day of the interview. However, some challenges still arose among the older 
women in the sample in remembering the interview date: 
She was there but forgot we were coming and still in her nightie! So I bore in mind 
that she wouldn’t have been prepared. She was lovely though and got dressed and 
thought we may as well go ahead with it as I had come  
Fieldwork diary, 07/08/2014 
On another occasion, the interview was held at a café, and the interviewee chose to sit on an 
outside table. However, the road works being conducted on the street meant that the digital 
recorder had failed to pick up the interview. In the event of scenarios such as this, a charged 
mobile phone was always carried, and the recorder was also set simultaneously in each 
interview with a recorder application on the mobile phone as a precaution. In this case, the 
clarity was better on the mobile phone recording.  
Ultimately, the interview process for the phenomenological review was not without its 
challenges, manifesting in practical and personal forms. These challenges influenced the data 
collection, and how both the researcher and participants engaged with the process. The next 
section provides an overview of the analytical process for the phenomenological review. 
3.6.2 Ethical Outcomes in the phenomenological review 
3.6.2.1 Ethics in research 
The ethical approval from Loughborough University for the research was obtained in two 
stages. Ethical approval was granted by the University-wide human participants sub-
committee for the phenomenological review data collection under Loughborough University 
protocol R14-P48 on 3rd March 2014, and as later discussed in Section 3.7.3, additional 
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approval for research in Ghana was obtained from the Kwame Nkumrah University of Science 
and Technology (KNUST) in Ghana under protocol CHRPE/AP/139/16 (Appendix 16). 
 
Ethics play a critical role in good research practice. Bryman (2016:120) summarises that 
‘ethical issues cannot be ignored, as they relate directly to the integrity of a piece of research 
and of the disciplines that are involved’. For development researchers, this is a consideration 
in the research process which merits particular attention. Kiragu and Warrington (2012) argue 
that ethical development research should contribute to the aim of providing social justice and 
go beyond ‘doing no harm’ as standard research practices are often embedded in. Crucially, 
development research often seeks to avoid being scrutinised for acting as data extraction 
exercises to add to existing theory (Binns, 2006).  Indeed, the ethical practices throughout this 
study actively considered Reiharz’s (1983: 80) feminist critique of researchers who ‘take, hit 
and run’ under the ‘research as rape’ model, whereby the concern is meeting the research 
objectives and giving little in return. The next sections discuss the principles that were applied 
in the phenomenological review, whilst the application in Ghana is discussed in Section 3.7.3.  
3.6.2.2 Informed consent  
The ethical principle of informed consent means that ‘prospective research participants 
should be given as much information as might be needed to make an informed decision about 
whether or not they wish to participate in a study’ (Bryman, 2016: 129). 
In the phenomenological review, all participants were given an information sheet to read, 
which clearly outlined the objectives and what was involved in the study, and their written 
consent was obtained. 
3.6.2.3 Reciprocity  
Following Reinharz’s (1983) critique of ‘research as rape’, reciprocity was considered in the 
research. Reciprocity, for Maiter et al (2008:307) ‘describes the respectful nature of good 
relationships and exchanges that are essential in participatory and other types of research’. 
Trimble and Fisher (2006) go further, iterating the need for researcher and participant to 
communicate as equals, in line with the feminist approach adopted in this study. 
In the phenomenological review stages, being reciprocal meant spending time with the 
interviewees beyond the interview itself. For women who lived alone in particular, taking 
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interest in their wider lives through admiring photos and having a cup of tea and a general 
chat after interviews was particularly important, as a means of showing gratitude and respect. 
At times, this also meant discussing details about my disability after the interview if I was 
asked, in line with principles of ‘self disclosure’ in feminist research (Oakley, 1981; Du Bois, 
1983; Harding, 1987).  
3.6.2.4 Truth 
Telling the truth about the research to the participants, and conveying as much of the truth 
from what is learnt as possible (Clark and Sharf, 2007), is a vital ethical consideration to be 
upheld in this study. 
Participants were told about the research in full and their narratives have been shared and 
presented as the truth. 
3.6.2.5 Confidentiality and anonymity 
Confidentiality and anonymity in research relate to issues of maintaining the right to privacy 
for participants, and indeed, transgressions of this right are not acceptable in research 
practice (Bryman, 2016). 
Confidentiality was maintained throughout the process. Names have been anonymised in this 
thesis, as reflected in Chapter 4 which presents the results of the phenomenological review. 
Participation of individuals was not disclosed to anyone who may know them. 
3.6.2.6 Withdrawal  
Participants were given this option from the beginning of their involvement of the study, and 
in keeping with Long and Johnson (2007), were not questioned for reasons if they chose to 
do so. 
All participants had the right to withdraw at any point of the research. 
3.6.2.7 Data protection 
Research data has to be stored securely and used in a way which adheres to the Data 
Protection Act (1998) (Brown and Edmunds, 2010). 
All transcripts and interview recordings were stored electronically on a password protected 
computer. Hard copies of transcripts were stored in a locker. 
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3.6.2.8 Male gatekeepers  
Feminist research often necessitates the use of gatekeepers to access research participants, 
and as was the case in this study, it frequently involves men acting as gatekeepers, which can 
raise ethical issues for consideration (Bell, 2014). For instance, Miller and Bell’s (2012) study 
on male violence against women involved the violent men themselves acting as gatekeepers.   
With the exception of three organisations, access was gained to most participants for the 
phenomenological review through male gatekeepers. 
3.6.3 Outcomes of data analysis 
The data from the phenomenological review was manually coded by reading the transcripts 
from the interviews several times for familiarity. As themes were identified, MS Word 
documents were created for each theme. A ‘copy and paste’ approach was used for the 
analysis. A table with two columns was created within each document, with the first column 
containing a code for a sub-theme, and the second column containing relevant data quotes 
from the transcripts (Figure 3.4). The themes emerging then provided the structure for the 
phenomenological review, reflected in Chapter 4. 
 
Figure 3.4: Phenomenological review analysis framework 
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3.7 Stage 3 – Research Design  
3.7.1 Selected methods 
The research design, focusing on data collection in Ghana and informed by the results of the 
phenomenological review in the UK, incorporated a wide range of participatory methods. The 
research was designed based upon the results of the phenomenological review, and new 
literature, which located these findings in the context of existing theory, informed this design. 
The design process was iterative whereby the results of the phenomenological review were 
analysed over several stages to inform the design of the research for Ghana, considering the 
findings of the interviews in the UK as they gradually emerged. Reflections on the research 
design for Ghana were made in the research diary and through dialogue with supervisors. The 
methods which were intended to be used to collect data in Ghana were maintained as 
planned. Data in Ghana was collected with two cohorts, PM and menopausal women, and 
environmental health professionals. PM and menopausal women were eligible to participate 
if they were in the appropriate age range to discuss PM issues, and were from the 
communities in which the research was conducted. PM and menopausal women participated 
in oral history interviews, using semi-structured interviews as a tool to do so, participatory 
mapping, questionnaires, and PhotoVoice. The data from these tools were complemented by 
ethnographic observations made by the researcher. This data from the different tools was 
triangulated to present the picture of the WASH needs of PM women in Ghana. As planned, 
the second cohort, environmental health professionals, participated in the vignette method. 
Figure 3.5 illustrates the outcomes of the final research process which was eventually 
deployed to research the WASH needs of PM women. 
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Figure 3.5: Outcomes of the research design 
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 Table 3.6 outlines why each method was ultimately chosen and how they contributed to the 
research, and the limitations which needed to be catered for. 
Methods Contribution to data collection Limitations 
Oral history 
interviews 
• Narratives provide information on 
hidden WASH needs in detail 
• Allows the women to focus on what 
matters to them 
• Feminist conversational approach 
helps to build rapport with women 
to discuss sensitive issues 
• Time-consuming, PM women get 
easily tired 
• Challenging to organise and conduct 
• Language barrier as researcher does 
not speak Ga or Twi 
• Most sensitive issues e.g. 
menstruation may not be discussed 
Participatory 
mapping 
• Highlights non-physical WASH 
experiences in a community setting 
• Facilitates discussion of WASH needs 
between women on a taboo topic 
• Reveals spatial issues for PM women 
which were otherwise less obvious 
• Time-consuming, PM women get 
easily tired 
• Topic guide saves a bit of time, but at 
the expense of missing more hidden 
issues 
• Women may not discuss the taboo 
issues around menstruation 
Questionnaires • Identifies topics for discussion in the 
oral history interviews 
• Illustrates WASH context for PM 
women  
• Time-consuming 
• Language barrier means medical 
terms about PM on questionnaires 
difficult to translate 
PhotoVoice • Illustrates tangible infrastructural 
issues for engineers to address, 
rather than social issues 
• Enables women to show issues faced 
in private spaces such as toilets 
where other people will not see 
them 
• Raises community level WASH needs 
from the perspective of PM women 
• Training and building confidence in 
women to use the camera is time-
consuming, restricting sample sizes 
Ethnography • Triangulates women’s narratives 
with community settings using visual 
observation 
• Observations reflected in visual 
photographs which can be shared to 
illustrate issues 
• PM women may not be involved if it 
is led by male community leaders 
• Gives a general picture of the 
community but not specific WASH 
issues for PM women 
Vignette method • Communicates the findings from PM 
women to environmental health 
professionals in order to then meet 
the WASH needs of PM women 
• Provides a way to engage 
environmental health professionals 
with issues that were previously 
hidden and encourages discussion by 
those who can implement solutions 
• Can only be carried out in working 
hours and outside of public holidays 
• Presenting a wide range of topics to 
discuss can overwhelm and confuse 
professionals 
• Language barrier means exercises 
can only be conducted with English 
speaking professionals but not 
community members who may be 
involved in WASH provision and 
cannot speak English 
Table 3.6: Contribution to data by method 
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3.7.2 Outcomes of research design 
The methods selected for the research sought to ensure bias and error risks were eliminated, 
that the findings were valid and accurate, and that the research was rigorous, credible and 
trustworthy. The contributions of each method to answering the research questions are 
outlined specifically in Chapter 5. As per Chambers’ (2017) markers of error, issues of power, 
interests and motivation, mindsets, ego, misleading data, extrapolating out of context, 
behaviours and experiences and repetitive confirmation bias (Section 3.3.2.5) were 
collectively considered in the research design, as part of maintaining validity. This research 
sought to ensure validity by using a feminist perspective, which argues for accepting women’s 
narratives as the truth (Harding, 1987). Women were placed at the centre of the research and 
were listened to, and their voices were accepted as the truth. Yet, validity issues may arise 
according to the way in which the research was conducted by the researcher, according to, 
for example, how questions may be phrased when collecting data. Another aspect of ensuring 
validity would have been to ask all the participants to read through their transcripts. Yet this 
was not possible due to time constraints overall due to how long it takes to transcribe an 
interview, the language barriers posed in the research and the practical elements of returning 
to meet each participant for a read through and verification of the data. A research diary was 
a means to record the decision trail for the research, and the analysis of this trail formed the 
basis of this chapter, and ensured reliability and consistency. The rigorous approach taken in 
this study is demonstrated through this chapter, outlining the theoretical background, plan 
for the research, the design, and the eventual outcomes of the methods used. 
There were some elements of bias in this study within the design as per Chambers’ (2006a) 
principles (see Section 3.3.2.5), the effect of which was sought to be minimised. Bias in the 
initial stages lay in the fact that the research objectives were set through data collected from 
the UK (see Section 3.9 and 3.10). The main stage of data collection was conducted in one 
country (Ghana), in only two communities, which had a specific degree of access to WASH, 
and only in urban areas and not rural areas, therefore there was some spatial bias. In Ghana, 
there was person bias. In one community, La, all the women interviewed were menopausal 
rather than perimenopausal, it was not possible to gather data on current WASH issues for 
PM women in that community, and women were reflecting back on past experiences. The 
main data collection phase in Ghana was only conducted in one season so there was seasonal 
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bias, and it was not possible to see the impact of seasonality on WASH provision through 
ethnography, however piloting was done in a different season, but this data was not included 
in the final report. The data relied on the women relaying their experiences of WASH across 
the seasons. There was diplomatic bias in one mapping session; menstruation was not 
discussed because of local taboos. Professional bias lay in the fact that the researcher has a 
training in geography and not in engineering. It was, therefore, difficult to judge whether 
solutions being shared by environmental health professionals were trustworthy and could be 
taken on board on face value. Finally, security bias was present, and this dictated the choice 
of doing research in the UK and in Ghana, because they were deemed to be safe. 
Trustworthiness in the research was measured through credibility, transferability, 
dependability and confirmability. In terms of credibility, it was important to take the women’s 
narratives as the truth in line with the feminist approach. Yet, the perspective from the 
environmental health professionals was challenging to analyse as the truth due to 
professional bias; the researcher could not judge the credibility of the discussions with these 
professionals about engineering solutions because of her academic training in geography. This 
research was conducted in the UK and in one low-income country and in only two urban 
communities. The transferability of these results is applicable to urban low-income 
communities with a similar level of WASH facilities, but a gap remains in terms of exploring 
the rural context and other low-income countries and the findings do not reflect these 
contexts. The methods in Ghana ensure dependability as they were tested for a pilot in August 
during the wet season and then implemented in the dry season. The research has sought to 
maintain objectivity and reduced the impact of the researcher’s values on the process through 
confirmability, but her feminist positionality had a degree of influence in the process, even 
though this study lends itself to feminist approaches. 
3.7.3 Ethical outcomes in Ghana 
Ethical considerations in Ghana differed in practice to the phenomenological review (see 
Section 3.6.2). Whilst the principles of informed consent, reciprocity, truth, confidentiality 
and anonymity, withdrawal, data protection and male gatekeepers remained the same, the 
outcomes were different. 
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3.7.3.1 Informed consent  
The consent process differed slightly for the phenomenological review and the research in 
Ghana. As the majority of PM women in Ghana were illiterate, the information sheet was read 
to them and they were informed of the time required of them. Their verbal consent was then 
obtained. The use of verbal consent was maintained for environmental health professionals, 
and whilst they could read the information sheet for themselves, a conscious effort was made 
to ensure that they had a full understanding of what was involved through a full verbal 
explanation. 
3.7.3.2 Reciprocity  
Reciprocity was also fulfilled differently for the phenomenological review and the work in 
Ghana in light of different cultural contexts. In Ghana a cup of tea and a chat did not seem to 
be appropriate, and the need to give a physical token of gratitude was felt vividly from the 
start of the study. Van Binsbergen’s (1979:207) argument to use gifts as showing commitment 
to a relationship, in this case, with the women who participated, was followed. Packs 
containing soap from the UK and Ghana, toothbrush, toothpaste, flannel, and cotton buds 
were given (see Appendix 15).  Twelve of these packs were originally donated by the first 
practical support worker. However, the researcher was not consulted on the original contents 
of the pack, and to ensure the packs were even and fair, and given that it was a donation, it 
was assessed that the remainder of the packs had to replicate this gesture. Upon reflection 
and if there was prior consultation, an active decision would have been made to purchase all 
items locally, to give back to the local economy in Ghana.  
3.7.3.3 Truth 
This research follows the principle of telling the truth to participants and sharing the truth 
about the findings. Participants were actively informed about the nature of the study in full, 
and this thesis has also sought to narrate their experiences shared during the research as the 
truth. 
3.7.3.4 Confidentiality and anonymity 
Confidentiality and anonymity were maintained by changing all participants’ names in the 
final output, not disclosing the participation of any individual to others who may know them, 
and anonymising any photographs by removing faces which could identify participants.  
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3.7.3.5 Withdrawal  
All participants had the right to withdraw at any point of the research. 
3.7.3.6 Data protection 
All transcripts, interview recordings and photographic data were stored electronically on a 
password protected computer. All hard copy transcripts and questionnaires were stored in a 
locker. 
3.7.3.7 Male gatekeepers 
Whilst the use of primarily male gatekeepers was not significantly problematic in any aspect 
of the research, it remains noteworthy that both in the UK and in Ghana, women participants 
were accessed through men. In Ghana, access to the communities and stakeholders meant 
going through male-led LaDMA and Kumasi Metropolitan Authority, who provided letters of 
permission to research, further to written permission to research from supervisors in 
Loughborough. At a community level, the access procedure not only involved obtaining letters 
from the respective chiefs. After receipt of these letters, visits were made to the male chiefs 
of each community prior to the start of data collection, both of whom conducted a formal 
welcome ceremony with an offering of Schnapps according to Ghanaian tradition. The 
limitations of using male gatekeepers to recruit PM and menopausal women in Ghana was 
evident through the differences in the composition of samples from La and Kotei. A woman 
in Kotei was responsible for recruiting women for the research, and this resulted in a diverse 
sample with a mixture of PM women who could reflect on their current experiences, and 
menopausal women reflecting on past experiences, whereas in La the entire sample was 
menopausal, older women who had been through the perimenopause some time ago and 
could not easily remember all of their PM experiences, and were recruited by a man. The use 
of male gatekeepers therefore impacted upon the diversity of the sample in La. It was 
assessed that the hiddenness and taboos around the perimenopause and ageing may have 
impacted the sample composition in La, particularly if it involved identifying these issues to a 
man; PM women with menstrual irregularities for instance may have been reluctant to do so.  
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3.8 Stage 4 – Case Study Selection: From gaps to opportunities 
3.8.1 Finding the case study gap  
The case study approach was used to investigate the perimenopause as a contemporary issue 
(Yin, 2014, see Section 3.3.5) in light of an ageing population in the context of WASH. The 
method of selecting the low-income country case study began by assessing potential gaps in 
the literature in terms of countries that had not been studied before, to determine whether 
a gap in terms of national level case study could be filled. It was acknowledged that there was 
a lack of literature directly relating to WASH and the perimenopause in relation to any country 
(see Chapter 2). However as identified in the literature review which provides a theoretical 
framework for the study, some research had been done in relation to climacteric women in 
general in different low-income countries. This provided evidence that the perimenopause 
could be researched in any country. 
A literature gap analysis approach was then used to identify possible case studies which had 
not previously been explored. The literature which had been identified which related to 
climacteric women in low-income countries was re-examined. A table (Appendix 7) was made 
to compare studies from the continents of Africa, Asia and Latin America. The table for each 
continent listed: country of study of climacteric women, authors and topics covered, 
methodological and philosophical approach used, gaps identified from the papers reviewed 
in terms of academic content specifically relating to WASH, and pros and cons of the study in 
the context of utilising the literature to justify selecting this country. The purpose of the table 
was to look at in-country gaps in the literature, but also to identify countries which were 
missing and could be explored. However, literature relating to perimenopause specifically and 
WASH in particular was sparse overall. Thus, the ‘gaps’ in case studies were too wide, and 
many countries fell into this category. Ultimately, the gap approach to finding a case study 
therefore was unsuccessful and was rejected. 
3.8.2  Opportunity analysis: Country level selection 
3.8.2.1 Moving from ‘gaps’ to ‘opportunities’ 
The lack of studies on the perimenopause in low-income countries ultimately led to an 
opportunistic approach to selecting the case study for the research due to the wide gap. 
Rather than assessing the countries in which the perimenopause was not studied, the focus 
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turned towards examining the literature again for countries which had studied the 
perimenopause. A lack of literature was indicative of possible taboos to be aware of. Taking 
this into account, opportunities to conduct the research were actively sought where it was 
plausible that the perimenopause could be discussed with women. 
3.8.2.2 Assessment of potential opportunities 
The 37th WEDC International Conference in Vietnam in September 2014 was used as a chance 
to network with professionals working in the sector from different countries in order to 
identify possible fieldwork locations for the study. Whilst the scope was open to any country 
from either Africa, Asia or Latin America, the most significant leads came from professionals 
working in Africa.  Different potential leads were found for possible fieldwork locations in 
Uganda, Kenya and Ghana. With each of the three contacts made at the conference from 
these countries, email correspondence was attempted over a few weeks to build a working 
relationship, with repeated emails sent on a weekly basis. Despite these attempts, the 
contacts in Uganda and Kenya did not respond and the potential opportunities did not 
materialise.  The inability to establish a better dialogue with these colleagues may have been 
due to different reasons, such as not being able to understand the research topic, or the 
contacts perhaps feeling that they are unable to support the research in an effective manner.  
Dialogue was maintained with the director of Rapha Consult in Ghana, however, and a 
network was established for the research to take place in Ghana thereafter. The director 
subsequently made an introduction to the Lady Pharmacists’ Association, an organisation 
who was felt to be able to make introductions to suitable women for the study. As this 
relationship developed, Ghana was selected as the case study for this research.  
A further search of the literature was conducted to assess whether the perimenopause, 
menopause and climacteric were indeed researched previously in Ghana and that it was not 
a taboo to the extent that it could not be researched in the context of WASH provision. The 
possibility of studying the perimenopause in Ghana were confirmed by identifying studies on 
symptoms in menopausal Ghanaian women (Odiari and Chambers, 2012; Kwawukame et al, 
1993; Setorglo et al, 2012; Seffah et al, 2008), and on the mean menopausal age (Kwawukame 
et al, 1993). Literature which discussed beliefs about the menopause in Ghana also confirmed 
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that it was plausible to conduct the study in Ghana (Field, 1960; Nukunya, 1969; Oppong, 
1974).  
3.8.3 Opportunity analysis: Community level selection 
Opportunities were sought to select the communities in Ghana. A lack of literature and 
previous research on the WASH needs of PM women left the choice of type of community 
open, and the study could have been done in either rural or urban communities, or both. 
Communities in Accra and Kumasi were considered with the research team and with initial 
contacts made in Ghana through Skype discussions held prior to conducting fieldwork. The 
mixture of urban and rural communities considered were presented as opportunities for the 
researcher from contacts in Ghana, all of which had inadequate access to water and 
sanitation. The communities considered included Oyibi, Maledjor, Chorkor, Oyarifa, Weija 
and La in Accra, and Aboabo, Kotei and Domeabra in Kumasi. This initial list was collated 
through Skype discussions prior to the first visit, with colleagues at WaterAid Ghana, at the 
Community Water and Sanitation Agency and the community animator, all of whom had 
involvement in these communities and could facilitate access. The list was presented to the 
community animator when all suggestions were collated, who then explored these 
opportunities further prior to the pilot. The community animator then narrowed down these 
opportunities to a short list based on his knowledge of the areas. As the next section 
discusses, the pilot visit intended to incorporate visits to two urban communities (La and 
Kotei) and two rural communities (Weija and Domeabra). A planned visit to Domeabra was 
abandoned on the day during the pilot phase due to the researcher being unwell. Eventually, 
La and Kotei were selected, and the pilot and the main study were conducted there. 
Community selection of La and Kotei was based partly on the researcher’s physical capability; 
rural case studies were abandoned on the pilot visit due to practical issues with transport, as 
it was assessed that physical mobility may have been challenging. 
3.8.4 The communities: La and Kotei 
3.8.4.1 Policy and governance context 
The national governance structure for water and sanitation in Ghana at the time of the 
research is discussed in Chapter 2 (Section 2.12). Policy implementation and enforcement in 
the communities was carried out by District Environmental Health Officers (DEHOs) for the 
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municipal assemblies for La and Kotei, who were working closely with the communities and 
could assess the effectiveness of policies. Water and sanitation provision in the communities 
was guided by the District Environmental Sanitation Strategic Action Plan (DESSAP) for La-
Dade Kotopon Municipal Assembly (LaDMA) in Accra, the local assembly for La, and for the 
Oforikrom Sub Metro (OSM), the local authority for Kotei. 
LaDMA’s DESSAP had a goal to ‘improve the health outcomes of the people in the 
municipality’ (LaDMA, 2013:9) by improving environmental sanitation conditions. The DESSAP 
contains objectives to meet the goal, focusing on solid waste management, liquid waste 
management and institutional development. A ‘polluter pays’ approach is used to manage 
solid waste disposal in LaDMA, where users pay for solid waste disposal, and the assembly is 
seeking to achieve coverage of this principle throughout the area. At the time of the research, 
the DESSAP sought to increase toilet access from 5 households per toilet stall to 2 households 
by 2017. Access to basic sanitation overall was planned to be increased from 50.4% in 2013 
to 60% by 2017, and waste generation was to be reduced by 40%. Waste water collection, 
treatment and disposal was to be improved by 2017. Environmental monitoring and 
enforcement management was to be enhanced by 2017. These policies were framed within 
an objective to improve and enhance the institutional capacity of the environmental health 
and sanitation and waste management units in the assembly (LaDMA, 2013).  
OSM’s DESSAP had a goal ‘to reduce the high incidence of sanitation related diseases by 
improving environmental sanitation in Oforikrom Sub-metro’ (OSM, 2008:27). By the end of 
2015, it had planned to reduce the high incidence of sanitation related diseases from 70% - 
58% in the Oforikrom Sub-metro, to increase the number of approved disposal sites, to ensure 
proper disposal of clinical waste, to ensure proper waste management, to ensure proper and 
regular flow of runoff water and to increase the collection of liquid waste (OSM, 2008). The 
next section sets the scene for the research by providing an overview of La and Kotei, the case 
studies used in Ghana, in more detail. 
3.8.4.2 La 
Background 
La is a 400 year-old township within the La-Dade Kotopon Municipal Assembly (LaDMA) 
district of Accra (Figure 3.6). LaDMA is a new municipal assembly which was established in 
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2012. LaDMA borders the Ayawaso West Sub Metro on the North, Ledzokuku Municipal 
Assembly on the East, Ayawaso East Sub Metro and Osu Klottey Sub Metro on the West, and 
the Gulf of Guinea to the South. In 2013, the population of LaDMA was estimated at 333,817, 
with a population density of 120 people per square kilometre, the highest density being in 
the La township where the study was conducted. La, meaning ‘fire’, is classed as one of the 
low-income indigenous housing areas in LaDMA, which also has high and middle-income 
housing areas in other parts of the municipality (LaDMA, 2013).  The community is one of the 
seven Ga states, and is comprised of residents who descend from the original inhabitants who 
migrated from Nigeria and Egypt. La has seven divisional councils which each have their own 
head. The original Jajabe people settled around a small stream near to the present-day 
market, with the Kpeshie Lagoon and small streams as supplementary water sources. 
 
Figure 3.6: La within the LaDMA district of Accra 
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Figure 3.7: The community of La, Accra (Photo: Amita Bhakta) 
 
Water supply and sanitation 
Figure 3.8 shows the map of the water and sanitation features used by participants in La. 
Before the introduction of pipe-borne water, residents in La used three spring water sources.  
As a community located in a valley, the water table was high, and water was easy to access. 
The springs (Figure 3.9) are occasionally in use to a degree in La in times of water scarcity, but 
have become less clean as the community population has increased.  
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Figure 3.8: Map locating water and sanitation features in context of participants' households in La (Map: 
Kate Moore) 
 
Figure 3.9: Spring water in La  (Photo: Kate Simpson) 
 131 
 
La has community water tanks for use by residents without access to piped water supply 
(Figure 3.10), which supply 1000 gallons to the 25 public taps (Figure 3.11) which are billed 
monthly, with residents paying 40 pesewas per gallon as they collect it. At the last census, 
31.9% of the population in LaDMA had pipe-borne drinking water inside the dwelling in 2010, 
whilst 24% relied on sachet water and 9.2% use a public tap or standpipe (Ghana Statistical 
Service, 2014).  The piped water supply in La, with an 85% coverage in the community itself, 
comes via the Kpone treatment plant through the main national pipeline.  
 
Figure 3.10: Community water tank in La (Photo: Kate Simpson) 
 
 
 
 
 
 
 
 
 
Figure 3.11: Public tap in La (Photo: Kate Simpson) 
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50.8% of residents in LaDMA had household toilet facilities whilst 49.2% relied on the use of 
public toilets within the district in 2013. 43% of the municipality used water closets, and 4.5% 
used a KVIP latrine. Open defecation was also recorded at 4% across the municipality, with 
residents using La beach or bushes (LaDMA, 2013). La has a large toilet block with 48 WC 
cubicles, 24 for each gender, and a smaller block of flush toilets with 9 cubicles for women 
and men respectively. The larger toilet block (Figure 3.12) is supported by a water storage 
tank outside, but the WCs do not function well, and a pour flush technique is used. Serving a 
large proportion of public toilet users, the larger block is 30-35 years old and has helped in 
reducing levels of open defection in La. The waste from the toilet is carried by pipe into a 
manhole, and the toilets are emptied typically once a month depending on use. Low energy 
lighting in the toilets leads to use of candles for lighting.  The smaller block has 7 adult-sized 
toilets and 2 smaller toilets for children, without doors on the cubicles, with water poured by 
users to flush them. Newspaper is provided for use in place of toilet paper, which is then 
placed in baskets to be burned. Windows are left open for ventilation. Hand washing facilities 
are provided with a bowl of soapy water. The toilets are cleaned three times a day.   
 
Figure 3.12: Large community toilet block in La (Photo: Kate Simpson) 
35.9% of residents had a shared separate bathroom within the compound whilst 31.8% had a 
private bathroom for their own use (LaDMA, 2013).  The participants in this study typically 
had bathhouses in the compound. 
Waste is collected house to house by hand pulled carts on a daily basis, subject to payment. 
A truck also visits La to collect waste to be taken to a dumpsite 40 minutes away from the 
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community. Waste is collected by households in white bags which are then emptied into black 
dustbins.  
La has an active WASH committee of 24 members which meets monthly and is trying to 
address water and sanitation issues in the community. The committee at the time of the 
research was actively involved in the community reaching the 85% piped water supply 
coverage, and the construction of household biofuel toilets through working with LaDMA 
assembly and external organisations such as USAID. 
3.8.4.3 Kotei 
Background 
 
Figure 3.13: Location of Kotei (Map: Kate Moore) 
Kotei is an ex-rural village in the Oforikrom sub-metro, which with urbanisation became part 
of the city of Kumasi, located 10km south east from the central business district (Leathes, 
2012) (Figure 3.13). Kotei borders the towns of Ayeduase, Twuduase, Nhyhenisu, Doduako 
and Gyanasi.  (Awuah et al, 2014). Consisting of an old town and new town, Kotei sits adjacent 
to the Kwame Nkumrah University of Science and Technology (KNUST) campus. Kotei, 
meaning to take a second look at a land passed by but not previously seen, is over 400 years 
old and was established by Osei-Aframe, a hunter who settled there due to the availability of 
water and meat. The hunter sought the permission of the local chief who owned the land to 
develop the community. The hunter paid the chief for the land through the meat he collected 
after each hunt, bringing it to the palace. The community was developed as people who 
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passed through the area were invited to settle there, around the river Dakyi, which is now 
worshipped, and the four other water sources within the area. Natural resources such as the 
river were protected with rules such as not bathing in the river, which were implemented 
locally.  The people of Kotei became farmers, which has been maintained until modern times 
but is under threat from urbanisation.  
Figure 3.14: The community of Kotei, Kumasi (Photo: Amita Bhakta) 
Water supply and sanitation  
The main river source for Kotei running along the community was the river Dakyi (Figure 3.16). 
The river still flows but it is not used today. There were five spring water sources originally 
used by residents: Nana Dakyi, Atonsia, Nkumrah’n insuo (for drinking and cooking water), 
Awhene and Insu Ansa (for bathing and domestic use).  Before the introduction of piped water 
in 1978, the spring water sources could serve the old town except during the dry season, at 
which point residents would fetch water from the KNUST campus or from shallow well owners 
in the new town (Awuah et al, 2014). Until the intervention of USAID in 2010, 86% of residents 
relied on highly priced water from hand dug wells and boreholes, paying twice that of 
residents in central Kumasi, and was not served by GWCL. 80% of residents in the older part 
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of the town relied upon the three public toilet facilities (Leathes, 2012). Figure 3.15 shows the 
water and sanitation features in the community of Kotei in the context of participants’ houses: 
 
Figure 3.15: Map locating water and sanitation features in context of participants' households in Kotei 
(Map: Kate Moore) 
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Figure 3.16: The old spring water at Dakyi in Kotei (left) and the new mechanised standpipes (right) (Photos: 
Kate Simpson) 
Through the Oforikrom Water and Sanitation Project implemented by WSUP and funded 
through the USAID ‘African Cities for the Future’ project, water and sanitation services in Kotei 
are being improved. Two mechanised boreholes pump to a 50m3 elevated tank to serve eight 
standpipes (Figure 3.17), and in turn, 4000 people. The main water supply network does not 
yet serve Kotei, but the system has been designed to do so in future (Leathes, 2012). 
 
 
 
Figure 3.17: Main elevated community water tank in Kotei, funded by USAID (Photos: Kate Simpson) 
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The new 20 cubicle public toilet facility (Figure 3.18) is designed to serve 800 people in the 
community. USAID designed the block to be user-friendly and to specifically try to meet the 
needs of women, the disabled, children, and the elderly through community engagement 
(Leathes, 2012). The WC toilets are connected to a septic tank. The waste from the septic tank 
is emptied every three months in Kotei.  WSUP has tried to delegate management of the block 
to a community management committee (Leathes, 2012). 
  
Figure 3.18: New community toilet block in Kotei (Photos: Kate Simpson) 
The next section discusses the outcome of Stage 5, the data collection.  
3.9 Stage 5 – Data Collection 
3.9.1 Pilot study 
The pilot study for the research in Ghana involved three stages; firstly, a remote pilot study 
of the PhotoVoice exercise, secondly, an in-field pilot and preparatory study for case study 
design and finally a further remote pilot before the main data collection. The first remote pilot 
study was conducted between May and June 2015 due to ill-health of the researcher 
preventing travel when expected. The in-field pilot study was conducted between 4th and 23rd 
August 2015 in La and Kotei. A further remote pilot study was conducted between 28th 
November 2015 and 8th December 2015. The full results of the pilot study are presented in 
Appendix 9. The remainder of this section summarises the final outcomes of the pilot and the 
design of the data collection tools used.  
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Final outcomes: Oral history interviews  
• Set of cards with different interview questions on each card. Cards contained 
questions about different symptoms and broader factors which influences PM WASH 
experiences 
• Cards could be selected according to what was raised on the questionnaire and so 
interview was focused on what mattered most to PM women and saved time, so women did 
not get tired 
Final outcomes: Participatory mapping  
• Time keeping was maintained by using pre-printed A0 Google maps of each 
community, upon which the women could identify features to label and discuss.   
• Coloured-coded stickers were originally created from the UK using images from 
Drawing Water (Shaw, 2005) which were felt to be representative of infrastructure in the two 
case study communities. Stickers redeveloped using photographs of the women’s own WASH 
facilities and homes for easy recognition and reduced fatigue through time-saving.  
• The mapping guide was altered to account for the use of these stickers and labelling 
the map through post-it notes. 
Final outcomes: Questionnaires  
• Visual flash cards depicting symptoms of perimenopause incorporated to allow 
participants to point at the card to identify symptom to be marked on questionnaire  
Final outcomes: PhotoVoice  
• Original exercises maintained and tried again with a ‘point and shoot’ digital camera 
• Successfully conducted in the main study with five women 
Final outcomes: Ethnography 
• In-field observations recorded in notebook  
Final outcomes: Vignette method  
• Slips of paper with solutions all hand-written to avoid bias  
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• Photographs taken of each selection made for each case study for record 
3.9.2 Participant recruitment  
3.9.2.1 PM and menopausal women 
PM women and menopausal women who were able to reflect back on their WASH 
experiences during the perimenopause were recruited from La and Kotei. Participant 
recruitment was done by the community animator and the research assistant on behalf of the 
researcher one month ahead of data collection, in December 2015. A large group of women 
in each community were approached, and a back-up sample was recruited from the outset in 
case participants dropped out. Thirty women were recruited from a random selection of 
households in La and Kotei, which were known to the community animator to have women 
of an appropriate age who could participate in the research. Participants were visited several 
times in the days ahead of the research activities (e.g. interview, mapping), to ensure that 
they still wanted to participate. Recruitment and drop-out rates were influenced by women’s 
participation in traditional activities in the community, such as funeral or marital rites, which 
older women were expected to take part in. 
3.9.2.2 Environmental health professionals (EHPs) 
The next stage of the research in Ghana was EHP engagement, through use of the vignette 
method.  EHPs were purposefully selected from the La-Dade Kotopon Municipal Assembly 
(LaDMA) in Accra (29th June-4th July 2016), and the Oforikrom Sub Metro (OSM) (7th-8th July 
2016), which falls under the Kumasi Metropolitan Assembly. LaDMA was chosen because the 
case study location of La falls under their authority, and Kotei comes under the OSM. EHPs 
had wide-ranging professional backgrounds, to ensure diverse engagement with the research 
topic and the issues arising from it. A broad range of opinions were elicited on   potential 
implementations to meet the WASH needs of perimenopausal women; engineers analysed 
the vignettes in the context of supply and design, whilst social workers assessed issues of 
access and equity. EHPs needed to be policy makers, professionals or engineers from or 
affiliated with LaDMA or OSM, and working on issues broadly concerning water supply, 
household sanitation facilities, water disposal, or women’s health and wellbeing.  
Recruitment of the EHPs at these organisations was done through a gatekeeper. At LaDMA, 
the Development Planning Officer assisted in the recruitment of different individuals based 
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at LaDMA. After his participation in the study upon arrival to LaDMA on 29th June 2016, as a 
senior member at the authority, he encouraged other members of his team to participate, 
causing a snowball effect thereafter from other EHPs. Eleven EHPs were ultimately recruited 
through LaDMA. At OSM, the recruitment was done through the head of the Sub-Metro and 
the Development Control Officer at OSM. One EHP was recruited at OSM. 
Table 3.7 and Table 3.8 provide an overview of the EHPs who participated in the engagement 
process. 
EHP1 Development Planning Officer 
EHP2 Social Development Officer 
EHP3 Co-operatives Officer 
EHP4 NGO worker 
EHP5 Businessman – Construction industry 
EHP6 Quantity Surveyor 
EHP7 Assistant Planning Officer 
EHP8 Senior Development Community Officer and WASH worker for La 
EHP9 Municipal Budget Officer 
EHP10 Environmental Health Officer/DSE Public Health 
EHP11 Doctor and Medical Director for Municipal Authority 
Table 3.7: Environmental health professionals engaged at LaDMA 
 
EHP12 Environmental Health Officer 
EHP13 Deputy Director of Waste Management 
Table 3.8: Environmental health professionals engaged at Oforikrom 
3.9.3 Teamwork: reflexivity in the development of knowledge 
The development of testing tools, and ultimately, the development of knowledge was heavily 
embedded within a reflective practice for all members of the research team. Haraway (1991) 
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critiqued traditional positivist research through highlighting the need for an emphasis on 
using situated knowledge, seeking to challenge influential factors which can impact upon 
research including contingency, context, experiential factors, relational factors and issues of 
hierarchy. Domosh (2003) argues however that a focus on positionality fails to highlight the 
ways in which situated knowledge is negotiated through relations with others and hierarchal 
processes. Thus, it is critical to acknowledge and accommodate for the impact of others, and 
their knowledges, in the research process.  The situated knowledge of other team members 
can be understood through ‘triple subjectivity’. Triple subjectivity, particularly in 
development research, focuses upon the three core actors in the research process, the 
researcher, the researched, and the research assistants, who each contribute to the way in 
which the research is ultimately shaped (Temple and Edwards, 2002). However, in research 
writing, the voices of these assistants are rarely conveyed (Maloney and Hammet, 2007). 
The research assistants and community animator were a critical part of the team, alongside 
research partners, the community contacts, and the practical support worker and in 
developing the methodology. Each team member had a particular role to play in the research: 
• The research partners, an engineer and pharmacist actively involved in WASH, were 
responsible for helping to coordinate the visit, network with environmental 
professionals and assist with logistical matters. 
• The research assistant, recruited via the community animator, was responsible for 
helping to conduct all interviews, participatory mapping sessions, briefing the women 
for the PhotoVoice and recording their interpretation of the photographs. She also 
transcribed all of the interviews with the women, and assisted with community 
mobilisation and recruitment. 
• The community animator, recruited through a contact at WaterAid, identified the 
appropriate communities in which to work with. He met with the chiefs and members 
of the community prior to the research and facilitated community entry 
• Community contacts in La (male) and Kotei (female) acted as gatekeepers and 
provided community entry. These contacts were key to recruiting women from the 
communities.  
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• The practical support worker helped to work through logistical issues relating to the 
researcher’s disability and physical capabilities, and to resolve dilemmas directly 
relating to this. Her role is explained earlier in Section 3.3.1.1. 
The voices of the assistant and community animator in this research are important, due to 
their input in adapting to the many unknowns of the research, due to WASH needs for PM 
women being hidden knowledge. Indeed, ‘translators are active producers in research rather 
than neutral conveyors of messages’ (Temple, 2002: 846). As the ownership of the research 
lies with the researcher, there are risks that the research assistants can become alienated in 
the process. To mitigate against these risks therefore, an increased level of engagement 
rather than creating distance between the researcher and research assistant is a crucial part 
of the research (Deane and Stevano, 2016). Establishing a strong relationship with the team 
ensured that there was scientific value to the research activities conducted (Molyneaux et al, 
2009). Ultimately, the methodology could only be classed as a truly feminist approach by 
engaging the research assistants, as well as the participants in the reflexive processes for the 
research (Temple and Edwards, 2002).  
As little was known about appropriate methods to investigate the WASH needs of 
perimenopausal women, a continual team dialogue was maintained from the pilot and then 
through the whole of the data collection to develop and adapt the tools. The team met after 
each data collection session for up to one hour having left the community to reflect together 
on the methodology, assessing which elements worked and did not work. These discussions 
provided the research assistant and the community animator the opportunity to share their 
views on their experiences of each interview, mapping or participatory photography exercise. 
Working with the research assistant and community animator enabled identification of issues 
faced with the design and the implementation of the tools. Issues could range from the ability 
to translate or convey particular terms, through to identifying the most effective way to use 
the tools between team members.  
3.9.4 Oral history interviews 
3.9.4.1 Scheduling and timing of interviews  
Oral history semi-structured interviews (see Section 3.3.5.3) were conducted with fourteen 
women across Kotei and La. The seven women who participated in interviews in Kotei were 
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interviewed between 18th January to 4th February 2016, whilst seven women in La were 
interviewed between 14th February to 24th February 2016. Following on from the lessons 
learned in the pilot, a one interview a day format was maintained when the researcher was 
involved in the interview process, to ensure that she was able to focus on conducting the 
interview as effectively as possible without compromise to her wellbeing. Data from a further 
interview in each community was omitted. One interview in Kotei was not recorded as the 
participant was pressed for time. Another in La was abandoned due to concerns about the 
participant’s wellbeing.  
Visits were made to the community for one morning prior to the start of the interview 
process. This was done not only to sensitise the researcher to the community, but also to 
enable her to get to know the interviewees before the interview. The community animator 
made introductions to participants, which helped both the participant and the researcher to 
feel more at ease during the interview, following Oakley’s (1981) call for the interview to 
remain equal and participative. 
Effective scheduling and timing of the interviews were important. Interviews needed to be at 
mid-morning to ensure that women’s household duties were not disrupted, as argued by 
Euler (1995).  As Chambers (1997) explains, the participation of women in research over a 
block of uninterrupted time is often compounded by their daily tasks. The data collection was 
conducted during the driest and hottest season in Ghana of the year, which meant that it was 
also imperative that interviews were scheduled in the morning when it was cooler.  
3.9.4.2 Interview locations 
 All interviews were held at the women’s homes and the research team travelled to the 
interviewees. The interviews took place in the compounds of the women’s homes on the 
majority of occasions, with only one or two in the main buildings. Indeed, this is reflective of 
the fact the compound houses have been the most commonly lived in form of housing in 
Ghana for more than a century (Tipple and Korboe, 1998), and remain to comprise 51.5% of 
housing types across the country (Ghana Statistical Service, 2012).  Due to the nature of the 
design of the compounds, challenges were however faced at times in terms of privacy and 
confidentiality on more than one occasion. In such instances, it was assessed that the aim of 
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the interview to also build trust between the participant and the researcher as two women 
(Woodfield, 1997) could to a degree be hindered.  
Privacy was often compromised through people walking through the compounds throughout 
the interviews. On several occasions in Kotei, it was common for the Kontihene (sub-chief) to 
pass by to see if the interview was going well! This could often disrupt the flow of the 
discussion and hence time was needed to refocus on the interview for both the interviewee 
and the researcher.  
The use of compounds for interviews also meant that men were commonly in the vicinity of 
the discussion: 
I was really wary of the fact that x’s husband was sitting nearby through the 
interview and I don’t know whether it also affected what she said. It’s already a 
tricky issue for some of the women to discuss but I think it’s something I can’t help 
that much, you kind of have to go with it and it’s part of the process of development 
research.  
Fieldwork diary, 20/01/2016 
This was soon acknowledged as part of the characteristics and way of life for the residents in 
both of the communities, and it needed to be accepted that, unlike the work done in the UK, 
men could be near to the discussions. Indeed, on a later date,  
I noticed that there was a man sitting in the vicinity of the interview and it looked 
as though he had Cerebral Palsy but a milder form, he didn’t seem too bothered by 
what was going on. She [interviewee] was relaxed and I think in La people are just 
used to things being a lot busier around them  
Fieldwork diary, 18/02/2016 
 
There were, however, challenges faced in conducting some interviews when men were 
present or near to the compound. An interview in Kotei needed to be paused part of the way 
through the discussion. The interviewee’s son came into the compound and caused a lot of 
disruption, questioning why the female-led research team were at his home and what was 
going on without his presence. The situation encountered highlighted issues of gender 
differences to be wary of within the community during the data collection process.   
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On another occasion, an interview was challenging to concentrate upon not due to people 
being around, but rather, animals which were kept by the household. During the course of 
this particular interview in Kotei, a chicken in the compound was making rather a lot of noise, 
which the researcher was later informed was due to the fact that it was laying an egg!  
Ultimately therefore, the locations in which the interviews were conducted had great 
influence on the research process. As Elwood and Martin (2000:649) summarise, ‘interview 
sites and situations are inscribed in the social spaces that we as geographers as seeking to 
learn more about, and thus have an important role to play in qualitative research’.  
3.9.4.3 Interview set-up 
The interview set-up and where members of the research team sat in relation to the 
interviewee was actively planned and regarded as an important factor to consider during the 
discussion. The researcher, research assistant and practical support worker were present at 
the interviews. It was noted from the outset that the practical support worker would be 
present at the interviews due to the nature of the researcher’s disability. However, it was 
actively considered that rapport needed to be built between the researcher and the 
interviewee, that the focus should remain between the researcher and the interviewee, and 
that the practical support worker should not be mistaken as conducting the research on 
behalf of the researcher when the researcher was present. Particular care was taken to ensure 
that this relation between researcher and interviewee was built up after being informed by 
the local research team of prejudices against disability and academic ability to be aware of in 
the local context. Therefore, the researcher always sat directly opposite the interviewee 
allowing for a greater level of flow in the conversation, with the research assistant next to 
her, whilst the practical support worker would sit further back. 
3.9.4.4 Interview process 
 There were several different stages for each interview. The interviews began with a brief 
informal introduction of the researcher and the research to the interviewee through the 
research assistant in Ga or Twi as was appropriate for the research area. Continuing in the 
local language, the research assistant read the information sheet to the interviewee, to 
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explain the research to them and to then seek their verbal consent and ensure that the 
research was understood well. 
The questionnaire was completed by the research assistant. Participants had the opportunity 
to engage with the symptoms listed in the questionnaire through the use of the visual flash 
cards. In some instances, but not all, the interviewee began to describe their symptoms in 
depth whilst the questionnaire was being completed. The opportunity was taken in these 
instances, with the consent of the interviewee, to begin to record and to capture these in-
depth descriptions at this stage, on the digital recorder and in the fieldwork notebook.  
As the questionnaire was being completed, preparations for the main stage of the discussion 
were also made. The topic guide cards were selected as the symptoms were listed and 
discussed, and handed to the research assistant. Indeed, reflections on initial interviews in 
the early stages of the data collection identified that there was greater efficiency during the 
interview in allowing the research assistant to directly ask the questions upon these cards in 
Ga or Twi to the participant, and to only translate the answers given by the participant back 
to the researcher. Follow up questions from the researcher were then translated back to the 
participant. The research assistant therefore played a central role in conducting the interview. 
The main discussion was then recorded on the digital recorder. A broad order of questioning 
for the interview topics discussed was maintained throughout. After the interviewee was 
given the chance to introduce themselves, the interview would then focus on discussion of 
WASH needs for each of the symptoms noted using the topic guide cards. In these stages, it 
was also useful to refer back to and point at the symptom being discussed on the visual flash 
cards to maintain the participant’s focus. At times, if a topic guide card was not available for 
the symptom being raised by the participant, particularly symptoms previously unknown to 
the researcher, improvisations would be made through asking questions which came to mind 
or using an existing card and adapting this to what was being said. Such practices follow 
through with the needs for flexibility in semi-structured interviewing, as outlined by Bryman 
(2016), with particular attention paid to gaining greater understandings of inconsistencies, 
varying the order of questions and following up on new leads. Once WASH issues relating to 
symptoms were discussed, the final stage of the interview focussed upon the discussion of 
broader factors which may have affected women’s WASH experiences during the 
perimenopause.  
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Following on from the phenomenological review process and the pilot study, a record of body 
language during the interview was maintained throughout by the practical support worker, in 
order to pick up on facial and bodily expressions which could convey meaning behind what 
was being said, but could not be captured upon the recorder.  Brief notes upon the discussion 
also meant that it was possible to go back and follow up on things missed in earlier parts of 
the interview.  
The interview process involved the negotiation of particular challenges during discussions. 
Time-keeping and efficiency to avoid the risk of the interviewee becoming tired, an issue 
identified during the pilot, remained to ultimately be a difficult issue to balance with ensuring 
a detailed narrative could be produced. Discussions could range from being just under 30 
minutes long, which was found to be the ideal ‘benchmark’ length of interview, to up to an 
hour, which on top of the time required to conduct the questionnaire made the session very 
lengthy for participants. 
Further, the effects of the difference in characteristics of the participants in Kotei who were 
a mixture of PM and menopausal women compared with the only menopausal women of La 
were evident, and needed to be taken into account when reflecting upon the methodology 
and the data obtained. The women of La commonly found it more difficult to recall their 
symptoms in greater detail, because they did not occur as recently.  
3.9.4.5 Transcription  
The final aspect of the interview process was the transcription of the recordings. All interviews 
in Kotei and La were transcribed and translated directly into English by the research assistant. 
The community animator was subsequently responsible for checking the transcripts for 
accuracy, to ensure validity in the data by listening to the tape again.  
3.9.5 Participatory mapping 
3.9.5.1 Scheduling and timing of participatory mapping 
The scheduling of the mapping sessions (see Section 3.3.5.5) in the context of the wider data 
collection was done strategically and purposefully. As some of the interviewees were also part 
of the mapping groups, mapping sessions were scheduled to take place after 4 or 5 interviews 
were completed. Hence, for instance, after the first 5 interviews were conducted in Kotei, a 
mapping session was carried out, and then the remaining interviews were conducted before 
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the final mapping session. Mapping groups included women who had been interviewed and 
new participants who took part in the mapping only. Women who had been interviewed 
before the mapping session could contribute their thoughts and stimulate discussion based 
on their interview discussion. Thus, mapping sessions were held on 22nd and 29th January 2016 
and 19th and 26th February 2016. However, the mapping groups for La had ultimately changed 
three times during the mobilisation process due to community commitments, which also 
contributed to the ratio of previous interviewees to those who had not been interviewed in 
the mapping sessions. Following on from the interviews, mapping sessions were also held in 
the morning to account for women’s household duties, the heat, and the wellbeing of the 
researcher. 
3.9.5.2 Participatory mapping locations 
Mapping locations were chosen according to the availability of space (this was particularly 
challenging in La), and in close proximity to the participants’ homes. This made it easier for 
women to identify features which were relevant to meeting their individual WASH needs 
more easily. In Kotei, the first mapping session was held in the house of the local community 
contact, and the second was held in an old church. In La, the first session was held in the 
workshop of the local community contact, the second was held in the chief’s palace.  
3.9.5.3 Participatory mapping setup 
Prior to the women entering the mapping area, the map was laid out on a table. In the first 
session of the mapping in Kotei, the women were offered the choice of either a satellite 
Google map, or a Google map with the roads clearly marked, and the latter was selected. 
Thereafter, the use of this map was maintained as women could see this clearly. The process 
had been initially planned to be totally participatory from the outset through allowing the 
women to choose where to sit themselves. However, discussions with the research team 
identified that it was preferable to set up the table with places for each participant in advance, 
as this would enable the women to sit at a side of a map which was nearest to where their 
homes were located, so that the map could be labelled with ease. At each place, the 
participant’s personalised stickers, one set of coloured post-its, and a marker was placed.  
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3.9.5.4  Participatory mapping process 
When the women were seated, the research team, the research and the mapping process 
were introduced. The research assistant was identified as the facilitator, with the researcher 
intervening in the exercise when relevant questions arose.  The women were familiarised with 
the stickers. In the first mapping session, each sticker was placed (e.g. bath house, home) on 
to the map and then discussed in turn for each individual, but this made the process long and 
tiring for the women. Efforts were therefore made to keep all women engaged in the process 
from the beginning. Community feature stickers such as shared toilets and water points, were 
placed onto the map first through a collective discussion among the women, followed by 
houses and bathing facilities. Women helped each other to identify their homes on the map.  
Once all stickers were placed onto the map, the process then focussed upon informal 
discussions about hidden WASH experiences during the perimenopause in the community 
context. As Chambers (1997:150) explains ‘combinations of visual and verbal, with early 
primacy to the visual, can help to bring in those normally marginalised’. Discussions would 
begin with a focus upon the symptoms experienced by each individual during the 
perimenopause, which were written down on colour-coded post-its. When certain symptoms, 
or WASH issues, were common to all, a separate coloured post-it to represent the entire 
group was used.  
The second stage of the discussion focussed on the WASH experiences of women in the group 
in relation to the broader community environment. The stickers representing community 
water and sanitation facilities were used as a focal point for discussion, focusing on use during 
the perimenopause, or issues associated with the infrastructure which were particularly vivid 
during the perimenopausal period. The symptoms noted by the women were used in 
discussions to relate them to infrastructural issues faced. Discussions at this stage also 
considered environmental factors relating to the community which impacted upon WASH 
experiences, particularly seasonal differences throughout the year.  
3.9.6 PhotoVoice 
3.9.6.1 Equipment and training for participatory photography 
The selection of a camera for a PhotoVoice exercise (see Section 3.3.5.4) was made in 
consideration of: the objectives of the exercise, the use for the photographs, and the 
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timeframe for the exercise (Blackman and Fairey, 2014).  The equipment selected for the 
participatory photography exercise was a Canon Powershot A410 3.2 megapixel ‘point and 
shoot’ digital camera. This camera was chosen for its basic functionality, as it was not 
anticipated that many of the women had used this camera before. An hour was taken with 
each of the participants for the photography exercise to train them to use the camera. The 
training focussed upon introducing the participant to the equipment, pointing out how the 
camera is switched on and off, settings for taking and subsequently checking photos, how to 
take care of the camera, and finally allowing women the chance to practice taking photos and 
to ask questions to the team if they were unclear on any issues. The aims of the exercise were 
then explained. Training also included a briefing on ethics, and it was explained to participants 
that they should ask permission from other individuals before taking their photograph.  
3.9.6.2 Participatory photography process 
Three photography exercises in Kotei and two exercises in La were carried out during the 
course of the research period, with women who had participated in the interviews or the 
mapping process. The exercise fundamentally focussed upon one question: “As a woman 
going through the menopause, do you experience any specific issues that affect your use of 
water, sanitation facilities, or personal hygiene practices?” The two versions originally 
designed for the pilot, incorporating either WASH activities, or WASH infrastructure as a 
focus, were both used and delegated at random between the participants. Indeed, this 
enabled a variable for comparison to be incorporated. In Kotei, two women completed the 
activities version, whilst one participant completed the infrastructure version. In La, one 
woman completed the activities version, and another completed the activities version.  
The planning for the completion of these exercises depended upon the availability of 
participants and the overall time available in the community, which ultimately determined 
how many women were able to participate in this part of the research. In particular, 
scheduling of the photography exercises needed to allow for three full days, not including the 
day of the briefing, for each participant to complete the exercise.  
After the three-day completion period, an informal discussion was held with the participant. 
Each discussion lasted on average for half an hour, and the focus was upon enabling the 
women to explain the issues they were illustrating in the images taken, by looking through 
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the photos upon the camera and using the photos as a visual stimulus. Notes were taken by 
the practical support worker and the research assistant of the issues raised in the discussion. 
As a means of reciprocity, participants were given the chance to take personal photos, which 
were printed and returned to each individual to keep. 
3.9.7 Ethnography 
Ethnographic observations (see Section 3.3.5.1) of specific features were made over an early 
morning tour of the community when conditions were cooler, with the team. The 
ethnography focussed on exploring the past and present states of the following features: 
water points, community shared toilets, waste provision, sewage and drainage facilities, 
natural water flows such as rivers and streams, water treatment, environmental changes, 
power supply, and waste disposal, which were labelled onto a A0 printed Google map for later 
reference, for a simplified version to be later produced (see Section 3.8.4).  For each feature, 
an explanation of the history and operation was provided by the Kontihene in Kotei, and the 
community animator and the local contact in La as the tour progressed. Photographs were 
taken of the features studied, and the explanations were recorded in the fieldwork notebook 
by the practical support worker. The ethnographic observations were supplemented with an 
oral history of the communities, given by the Kontihene for Kotei and the chief in La. 
3.9.8 Vignette method  
The vignette method process (see Section 3.3.5.6) focussed broadly upon the presentation of 
three case studies to the EHPs listed in Table 3.7 and Table 3.8, for feedback from them. The 
process involved different stages. 
Firstly, the vignettes were formulated, using data collected from perimenopausal and 
menopausal women in La and Kotei in January and February 2016. An initial analysis of the 
interview transcripts, mapping comments and PhotoVoice images and feedback informed the 
creation of the vignettes through merging the data provided from different individuals. Each 
of the vignettes gave a description of a range of different symptoms, WASH practices and 
WASH challenges being faced. The vignettes were printed onto paper as standalone case 
studies. These vignettes are found in Appendix 12. 
Secondly, a list of potential solutions to these needs was created based on ideas gained from 
discussions with colleagues at WEDC. These were a mixture of hardware and software 
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solutions, such as infrastructural solutions and behaviour change. The solutions were each 
printed onto slips of paper. These, together with the case studies, were placed into a pack for 
each EHP. 
Meetings of up to one hour in length were then arranged through contacts at LaDMA and 
Oforikrom. The majority were conducted on a one-to-one basis, with only EHP2 and EHP3 
opting to conduct the exercise together. At each meeting, the study was introduced to each 
EHP, with an overview of the context for the research and the data collection process 
previously undertaken, and an explanation of the task involved through the vignette method. 
Due to the researcher’s difficulties with speech, the practical support worker would repeat 
this to ensure that the EHP understood the task.  
The slips of paper and the case studies were then laid out in front of the EHP on a desk. Each 
case study was presented one after the other to make the exercise easier to understand and 
to avoid distraction. Once laid out, the EHP was asked the following question: “Based upon 
the case study presented in front of you, which of the solutions on the slips of paper would 
you fund from a hypothetical fixed budget for your organisation to meet this woman’s WASH 
needs, and why?”. The context for the budgets for LaDMA and Oforikrom stemmed from the 
national governance structures for water and sanitation (see Section 2.12). The EHPs 
therefore provided their feedback with this context in mind.  
Each EHP was then given 10 minutes to consider the case study and choose from the slips of 
paper, and to suggest their own additional ideas using post-it notes. After the first day of 
interviewing, the new ideas provided on post-its were added to packs for future interviewees, 
to allow for an accumulation of as many solutions as possible and to avoid repetition. Typed 
slips were then all hand written from 30th June 2016 to avoid bias.  
The selections made for each case study were labelled with an identifier of the EHP (e.g. EHP3) 
and case study (e.g. CS2), and photographed for reference. Thereafter, discussions were 
structured around three key points of interest: 
a. What made you choose these things? 
b. Do you have any examples/ideas/ experiences of how to do/manage/approach 
these issues? 
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c. Why do you think this doesn’t happen now/isn’t available now? 
If the EHP only had limited time, a single case study was selected at random for the EHP to 
engage with, and a second was discussed time permitting.  
All discussions with EHPs were conducted in English, recorded on a digital recorder and 
subsequently transcribed.  
3.9.9 Dilemmas faced in the data collection process 
3.9.9.1 Dilemmas in data collection with women 
Dilemmas arose when working with the women in Kotei and La. I arrived in the field in January 
2016 feeling unwell. Recovery took longer than expected, and I had to withdraw from 
interviewing for a day at the last minute to seek medical attention.  
One of the days last week I was really sick and just couldn’t move from my bed.  
Fieldwork diary, 04/02/2016 
As discussed in Section 3.3.1.3, negotiating this situation meant data collection had to 
continue without me, and the rest of the team conducted interviews on my behalf. As a 
feminist researcher, this was challenging as it seemed to reduce the level of responsibility I 
had for the women that I interviewed and to the research overall, because I was no longer 
always in the field. Further medical issues also affected the data collection. I had a fall in 
Kumasi and severely injured my shoulder. The longer-term data collection process was also 
influenced by the recovery from this, and overall had to be shared between my being in the 
field on some days and the team continuing research without me on other days. 
Two weeks into the data collection, the research team was called away to another part of 
Ghana to deal with a research crisis on another project. This was a sudden and unexpected 
change, and data collection was suspended for several days, because the researcher could 
not go into Kotei where the data collection was taking place, without a translator. This meant 
that a few interviews were not conducted, and there was scope for the sample to be slightly 
larger.  
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3.9.9.2 Dilemmas in data collection with environmental health professionals 
The EHP engagement process was not without its dilemmas and challenges, which are 
discussed in this section. Scheduling of interviews was difficult at times. The engagement was 
conducted at a time in which there were two public holidays in Ghana, and hence it was not 
possible to go to LaDMA on 1st July or to OSM until 7th July, despite arrival in Kumasi on 5th 
July. Meetings needed to be scheduled around this, and due to the WEDC conference from 
11-15th July, only 7th and 8th July were available for EHP engagement at OSM.  
Some EHPs were very engaged with the process. One EHP was very enthusiastic, and justified 
why he would chose some solutions to fund and why he would reject others. Therefore, the 
interview took time to conduct.   
Lack of networking with EHPs in Kumasi prior to the EHP engagement, combined with little 
contact with OSM may have contributed to the difficulties in recruiting as many participants 
as in Accra. Other commitments for potential participants at the time may have also been a 
factor influencing the small sample size. 
Staff at OSM recommended that they may be potential interest from engineers working at 
the Community Water and Sanitation Agency (CWSA) branch of Kumasi. However, challenges 
were also faced on this occasion:  
Sent to CWSA by Oforikrom for 9am to see the engineers as was told this was the best 
time to catch them. Waited, and no one was around. Rang X to see if he had others in 
mind, didn’t hear back by 11 after calling at 10. Considered academics at KNUST but 
Kwabena at graduation. Gave up at 12.  
Fieldwork diary, 08/07/2016 
It was also later identified that part of a recording for the interview with EHP 13 was not 
captured. Throughout the EHP engagement process, the practical support worker made notes 
on what was being discussed to mitigate against this issue.  
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3.10 Stage 6 – Data Analysis 
The data analysis process incorporated three different approaches in succession. The first 
stage used NVivo 10, the second approach used models, and the third was a further thematic 
analysis. 
3.10.1 NVivo: data coding 
The initial sweep of the data from the women and EHPs was through coding the data in NVivo 
into categories known as ‘nodes’. Larger themes were made into ‘parent nodes’ and 
contained within them several ‘child nodes’. Each parent node was descriptive of a significant 
broader category (e.g. menstrual hygiene management), whilst each child node denoted a 
specific topic within that theme (e.g. techniques, access to toilets, changing frequency). The 
node labels were determined by the topics being discussed according to the interview topic 
guides (e.g. drinking), and emergent issues which were identified in the data but were not 
anticipated prior to the data collection (e.g. accessibility and attendant issues of ageing). The 
labels for the nodes reflected the general topic emerging from the data (e.g. using a towel), 
or where data that were particularly unexpected, but of interest, were labelled with a direct 
phrase used by a participant in the transcripts (e.g. ‘bad spirits at night’) The first sweep of 
data produced 421 nodes overall (323 for women, 98 for EHPs) (see Appendix 13). The data 
from each node were then manually processed, to determine the number of times a particular 
node was referred to across the data set. For example, menstruation was coded 53 times 
from the interview transcripts and 8 times in the participatory maps. This figure reflects that 
the data were coded under the node ‘menstruation’ 53 times collectively from the 14 
interview transcripts from the women, and 8 times across the 4 participatory maps. The 
detailed data for these nodes are presented in tables in Appendix 14. 
 
 After the coding process, attempts were made to model and visualise the findings through a 
cluster analysis. From the dendrograms, cluster maps, tree maps and charts produced by the 
cluster analysis, no obvious patterns of analysis were ascertained. It was not possible to neatly 
group together the data via visual representation through NVivo, because the experiences of 
the women and the solutions from the EHPs was too diverse. The outcomes of the analysis 
process for the data from the women is discussed in Chapter 5, and for the EHPs in Chapter 
6. 
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3.10.2 Theoretical models 
Existing theoretical models were trialled for the analysis to provide structure to the process. 
Models were identified to trial for data analysis using the nodes from NVivo, through informal 
discussions with supervisors, with the intention to short-cut the analysis process. The models 
were examined, adapted and critiqued for their applicability to the study. Table 3.9 
summarises the models trialled, and evaluates them: 
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Model Applicability Evaluation 
DPSIR • The DPSIR is a comprised of a chain of causal links: 
driving force, pressure, state, impact and response. 
Perimenopause in this context is interpreted as a 
“natural event” – rather than environmental impact 
which DPSIR conventionally assesses (Kristensen, 2004). 
• Driving force: the driving force of the WASH needs of 
perimenopausal women is the biological changes in 
hormones. The perimenopause is caused by a decline in 
oestrogen and an increase in follicle stimulating 
hormone 
• Pressure: Changing hormones cause pressure in the 
body. Pressure manifests through a range of symptoms 
which are typical of the perimenopause 
• State: effects of the symptoms which arise as a result of 
particular symptoms 
• Impact: Experiencing different perimenopausal 
symptoms leads to various different hygiene practices  
• Response: Appropriate WASH service provision is 
needed to meet the needs of perimenopausal women, 
by helping women to better deal with their symptoms 
 
• Shows how everything is linked together broadly –
general overview of the research 
• Provides analogy to perimenopause as a natural process 
– links the nature of perimenopause to the WASH 
response from the sector, but this is an obscure 
comparison 
• Does not allow for consideration of wider factors which 
affect the WASH needs of PM women 
• Need other constructs to examine women’s experiences 
of PM and direct uses and interactions with 
infrastructure and also EHP responses 
Feminist 
ecological 
model 
• The feminist-ecological model posits that as women 
seek to meet their individual, personal needs, feminist 
concerns intersect with ecological concerns, and is 
based on social ecology (Nichols, 2014) 
• Intersections occur across three levels:  
• Facilitates exploration of subtle elements of WASH 
needs for PM women 
• Difficult to link diverse experiences to wider context, 
cannot pluralise findings because it works on individual 
people only and not the bigger picture. Would need to 
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Micro-system level – knowledge, choices, values and 
beliefs of PM women 
Meso-system level – relationships of PM women with 
the community or at particular stages in their lives e.g. 
education 
Macro-system level – structures at a wider level e.g. laws 
or cultural beliefs 
 
model every single individual and this would be 
practically challenging 
• PM WASH needs are individual and private and difficult 
to easily map onto wider picture e.g. linking bathing to 
laws about water provision is obscure   
PESTLE model • Looks at political, economic, social, technical, legal and 
environmental factors affecting the WASH needs of PM 
women 
• More relevant to EHP perspective 
• Difficult to apply to the WASH needs of PM women 
retrospectively, because these elements are not vivid in 
the narratives of women. Ideally needed to be 
incorporated into the theoretical framework of the 
research to influence the research design 
 
SWOT model • Method to analyse strengths, weaknesses, 
opportunities and threats 
 
• Better for methodological data collection evaluation, 
because it analyses the effectiveness of the strategy, not 
really for ‘evaluating’ the WASH needs of 
perimenopausal women 
• Difficult to strengthen argument if focus is on 
weaknesses of data 
 
Table 3.9: Evaluation of models trialled for analysis 
  
 159 
 
Ultimately, models did not allow for a greater focus upon the narratives of the women in 
detail. The most suitable approach, which was a thematic approach, was adopted. 
3.10.3 Thematic approach 
The second sweep of data involved a manual sorting by pen and paper of the node list into 
four categories: ‘symptoms’, ‘practices’, ‘factors’, relating to the women’s WASH experiences, 
and ‘responses’, relating to solutions from the EHPs. After the second sweep, it was possible 
to then code the different categories into NVivo, and analyse data within each category 
according to the research questions, to attempt to assess patterns and initial key findings. The 
thematic approach ultimately determined the presentation of analysis and results, focussing 
upon the narratives of women and EHPs as per the feminist approach adopted. Indeed, a core 
component of oral history and feminist techniques is the ability to cross-analyse different 
women’s narratives, in order to interpret their histories. After narratives are gathered, 
feminist researchers have a role to search or listen for the commonalities in the data, the 
resultant themes emerging providing material to tell the women’s stories. These themes then 
act as building blocks to construct the collective meaning of women’s oral histories (Miller-
Rosser et al, 2009), and in this research is also applied to data from participatory mapping, 
PhotoVoice, Ethnography and the vignette method. 
3.11 Chapter summary 
This chapter has demonstrated that opening the doors to the hidden WASH needs of PM 
women can mean that plans need to be adapted. Whilst the theoretical underpinning of the 
research process can and does remain consistent, the practical process of accessing hidden 
knowledge requires several stages, and straying from convention, and opening unexpected 
doors to methodology in the process. Participatory approaches, which place PM women at 
the centre of the research, are fundamental to finding hidden knowledge about their WASH 
needs. Further, these approaches need to be adapted in order to encourage PM women to 
share knowledge which is otherwise not discussed widely. After outlining the plans for the 
research and the theoretical underpinning of the study, this chapter has emphasised the 
importance of considering ‘whose reality counts’, locating this within the context of how 
knowledge is understood as objective, subjective or tacit, and within the principles of research 
design. Ultimately, this research was conducted in six stages in order to find hidden 
knowledge, opening unexpected methodological doors. After the failure of stage one, the 
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literature review, to identify a link between perimenopause and WASH, stage two, the 
phenomenological review, was essential to setting the research agenda and research 
objectives by interviewing and listening to the WASH needs of PM women in the UK and USA. 
Stage three used the findings from the phenomenological review to design the case study 
approach which was ultimately taken in this study, making ethical considerations in the 
process. Stage four opened the door to the case study for the research, moving from a gap 
analysis to utilising opportunities that arose in Ghana. Stage five involved collecting data in 
two low-income urban communities in Accra and Kumasi, using participative techniques to 
engage PM women about their WASH needs, and with environmental health professionals to 
identify possible measures to meet these needs. Finally stage six was the analysis of the data 
using NVivo, which strayed from what was planned through the use of models and culminated 
in a thematic approach to tell the stories of PM women. Ultimately, this chapter has shown 
that it is possible to find hidden knowledge which is not recorded in literature and is not easily 
shared, but the path to doing so may be very different to what may be conventionally done in 
research. 
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 CHAPTER FOUR: DATA ANALYSIS AND DISCUSSION (1): 
PHENOMENOLOGICAL REVIEW – DOOR TO THE RESEARCH AGENDA 
4.1 Chapter outline 
This chapter outlines the phenomenological review.  A phenomenological review aims to 
‘arrive at the essence of researchers’ empirical experiences with a phenomenon’ with a 
research report acting as the unit of analysis (Randolph, 2009 :10). The purpose of the 
phenomenological review was to formulate the research objectives of the study, and formed 
the preparatory work for the main study in Ghana, based on women’s narratives on WASH 
during the perimenopause, opening the door to the research agenda.  
Extracts from the narratives of the 23 women interviewed for the phenomenological review 
provide the core material for this chapter. Section 4.2 provides the life stories of the 23 women 
who gave their narratives. Section 4.3 sets the scene for the hiddenness of the WASH needs 
of PM women, and explores women’s attitudes to the perimenopause and the end of 
menstruation. Sections 4.4 to 4.9 examine women’s experiences of the following 
perimenopausal symptoms: menstruation, hot flushes and sweating, health issues of urinary 
incontinence, headaches, anxiety and palpitations, stress, and ageing related joint pain, 
emotional changes, and memory issues. Thereafter, the chapter focuses upon the hygiene 
needs identified which are of importance during the perimenopause, (section 4.10), which are 
performed behind closed doors. Section 4.11 explores the menstrual hygiene management 
needs of women with irregularities in menstruation. Section 4.12 examines the importance of 
good urinary incontinence management. The bathing needs of perimenopausal women are 
identified in section 4.13, before assessing their needs for laundry in section 4.14. 
Infrastructural needs for MHM, incontinence and bathing are discussed (section 4.15) before 
examining the drinking needs of perimenopausal women (section 4.16). 
4.2 The women: life stories 
23 perimenopausal and menopausal women from Leicester and Loughborough, and one from 
the USA via Skype, provided their narratives for the phenomenological review: 
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• Barbara2, aged 63, is an African British menopausal support care worker with two 
daughters and a granddaughter 
• Betty, age unknown, is an Afro-Caribbean menopausal woman actively involved in her 
church 
• Bharti, aged 52, is an Asian American menopausal estate agent with three children and 
is originally from the UK 
• Catherine, aged 55, is a White British perimenopausal graphic designer with two 
children 
• Diane, aged 50, is a perimenopausal woman originally from South Africa, has a son, 
and works in the NHS with people with mental health issues 
• Felicity, age unknown, is a menopausal woman originally from Zimbabwe who came 
to the UK in 2000, and has a son and grandson 
• Jan, in her early 70s, is a White British menopausal information officer with two 
children 
• Jenny, aged 52, is a White British academic with two children. At the time of the 
research she was unsure if she was perimenopausal or menopausal 
• Jess, aged 52, is a Black British married perimenopausal woman with one daughter and 
at the time of the study was due to commence a foundation degree in Art 
• Judith, aged 45, is a White British perimenopausal woman with three children, lives in 
Loughborough and was looking for a job at the time of the research 
• Laura, aged 46, is married White British perimenopausal woman and an active member 
of the Women’s Institute in Leicester 
• Linda, aged 49, is a Ghanaian-British married perimenopausal student, worker and 
church leader with two daughters 
• Liz, aged 70, is an Afro-Caribbean retired menopausal midwife with two children and 
three grandchildren and is originally from Trinidad 
• Manjuben, aged 79, is an Asian British menopausal woman with three daughters, and 
came to England from India in 1959 
• Margaret, age unknown, is a menopausal woman originally from the West Indies, with 
two children and four grandchildren 
                                                     
2 All participants have been anonymised to protect their identity 
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• Minaxi, aged 55, is an Asian British perimenopausal laboratory chemist with two 
children 
• Natalie, aged 34, is an Afro-Caribbean perimenopausal woman from Leicester with two 
children 
• Pat, age unknown, is a married Afro-Caribbean menopausal retired midwife with two 
sons 
• Rachel, aged 64, is a married Afro-Caribbean menopausal retired midwife with two 
children, who came to England to do her nursing training aged 20 
• Sally, aged 47, is a White British perimenopausal engineer 
• Tina, aged 39, is a British Afro-Caribbean perimenopausal Community Service officer 
and qualified chef with one daughter 
• Valerie, aged 66, is a White British menopausal woman with two children, three 
grandchildren, and has lived in Leicester for her entire life 
• Victoria, age unknown, is a retired menopausal midwife originally from St Vincent in 
the West Indies and volunteers for different ministries at her church 
4.3 Attitudes to perimenopause: ““I think it’s probably the last taboo still. 
It’s not sanitation […] it’s the menopause” (Jenny)  
4.3.1 Taboo 
The findings from the phenomenological review suggest that the perimenopause itself is 
taboo, and illustrates why the WASH needs of PM women are hidden knowledge. For the 
women in this study, taboos around the perimenopause were generational, perceived to be 
linked to the cultural norms for their age cohort at the time of research: 
“I think it’s probably the last taboo still. It’s not sanitation, it’s not defecating, 
it’s not menstruation, it’s the menopause and it’s also… well, people aren’t 
interested in it because who cares about older women, they’re the last in line 
really. If it was happening to men, it would be a massive issue. It would be 
something that had some status attached to it or something.” (Jenny, 
menopausal status unclear)  
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One woman (Felicity) who grew up in Zimbabwe, recalled how in Zimbabwean society the 
menopause was only discussed by adults, and she did not get to understand what it entailed 
until reaching the perimenopause, because “it’s taboo to talk about it”.  
4.3.2 No longer having children 
PM women’s thoughts turned to the prospect of no longer being able to have children. The 
end of fertility was a turning point which marked, affirmatively, the end of women’s ability to 
reproduce as menstruation ceased; the possibility of child bearing was taken away from them: 
 “Also I think the awareness that you can’t have any more children even 
though you don’t want any, because my kids are in their 20s and 30s but the 
fact that there is no choice. When you know that, that’s something to get your 
head around, because up to that point you could maybe, or you don’t know if 
you can’t anyway, but then when it’s very final, it’s moving into another part 
of your life. It’s a bit like a rite of passage.”  
“….one minute, you’re 20 and you’re having babies and all of that and the next 
minute, you’re 50 and your babies are having babies. It’s a very bizarre thing 
and it’s just gone in a flash.” (Jenny, menopausal status unclear)  
The prospect of not being able to have a child was particularly difficult for one woman 
experiencing the perimenopause earlier than anticipated. For a woman in her early 30s the 
perimenopause was a source of anxiety, because, 
“I always imagined I would have one more child, but on the other side of that, 
I have got two already so it’s not like I’ve not got any. I always hoped there 
would be that option to have one more.” (Natalie, perimenopausal)  
Choices and options to have children being removed was a reoccurring theme among the 
women who raised the issue. The perimenopause and forthcoming menopause disrupted 
plans and aspirations for families, which played on the minds of younger women interviewed: 
“…when I had my coil put in, they did say that if I was planning on having more 
children, they may have to do something to one of my tubes, so it was kind of, 
okay. That was a bit of a wake-up call because I always said that I was going 
to have three children but as time went on, that didn’t happen. But when that 
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choice is taken away that kind of hit home, but a year down the line I just have 
to think that I’ve got one daughter, I’ve been blessed with that, because some 
people can’t have children.” (Tina, perimenopausal) 
Conversely, one woman was happy about the fact that she could no longer reproduce. The 
cessation of periods made her 
 “…glad, really glad. I didn’t want children, taking care and getting pregnant 
and all that kind of thing.” (Betty, menopausal)  
4.3.3 Feeling older 
The cessation of menstruation made women feel older. Women noticed changes to their 
bodies which marked becoming an older woman, particularly after they stopped 
menstruating: 
“… because once your period has finished, I’m like that’s it, that’s it now, I’m 
done with life. Then everything starts to sag.” (Bharti, menopausal) 
“The changes is there, you look a bit… it makes you a bit older, that’s how I 
see it. You feel that you are older in yourself, you feel the skin being too dry. 
You feel like if you dress, you still sometimes… I told my girls, I’m growing old 
and they said, ‘don’t be stupid, you’re not growing old, you are the same 
person’ but you feel it. You feel it and sometimes you have the frustration and 
it makes you react negatively.” (Linda, perimenopausal)  
Feeling older was not a good experience. Women were ambivalent about entering middle age. 
The menopause had “come to stay” (Linda), and whilst bodily changes were noticeable, 
women tried to view it as a natural process. Women clung onto the notion that they in 
themselves felt the same as they did before entering the perimenopause as a way to deal with 
it.  
4.3.4 Unhappiness 
The perimenopause was an unhappy time for some. The severity of symptoms caused physical 
pain and made the perimenopausal transition difficult: 
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 “Because it was embarrassing when you have that pain and you are with 
other people and you can’t concentrate and you can’t pay attention to 
whatever is happening, so it was difficult because at times I could not even go 
to work because of the pain. […] You just feel bad, feeling very bad about it 
and you are not happy. Your happiness is sort of cut off or limited.” (Barbara, 
menopausal) 
Health issues arising from PM symptoms dampened the mood. Physical health problems were 
overwhelming and made the perimenopause unpleasant. Unhappiness also arose when 
medical intervention was needed. One woman needed to have a hysterectomy due to 
intensely heavy menstruation. Menopause was induced medically, which abruptly removed 
the opportunity to have children, and did not feel natural: 
 “It is emotionally a thing to accept because unlike the menopause, which you 
know is a natural thing, having a hysterectomy your choice is just taken away 
from you. So that’s it, it can’t be put back again, it’s not reversible, so you have 
to get on with it. I did have a few weepy times where you just sort of felt sad 
for no reason at all.” (Valerie, menopausal) 
Unhappiness was exacerbated by attitudes of medical professionals. It was felt that the 
perimenopausal experiences of women, and resultant stress and unhappiness are not taken 
seriously by doctors. Lack of support from medical professionals further highlights the silences 
which surround the perimenopause.  
4.3.5 Acceptance 
The end of reproduction was accepted by some of the women interviewed. The 
perimenopause was viewed as a natural stage of life and women felt indifferent: 
 “I don’t feel any different. I just feel like it’s one of these things what a woman 
has to go through, so you have to be contented about it.” (Margaret, 
menopausal) 
“That wasn’t a problem for me really because although I would have loved 
four children, I had two. I have to be satisfied and contented with the two, so 
when you reach menopause, you’re finished having your kids anyway at that 
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time, so menopausal I didn’t look at it as, this is the final of everything. I 
suppose in a way I just accepted it, it wasn’t any big thing, I just accepted it.” 
(Liz, menopausal)  
Acceptance turned into happiness. Many of the women were members of a church, and the 
end of menstruation provided greater freedom to conduct religious services: 
 “And again us with the spiritually with the church when the woman is in 
period, that time she is counted to be unclean […] So that stops you that you 
cannot perform some services in the church because you’re unclean. So you 
wait until you are clear and that’s when you can start, but like now we’re free 
woman, can do anything, ‘yes you’re free to go off with the prayer?’, ‘oh yes’, 
but when you’re still with your periods, ‘do you think you can go and do the…’, 
‘no, I can’t go in the pulpit, I’m unclean.’ Now it’s not there I can just do 
anything at any time. I make myself available to do whatever.” (Pat, 
menopausal)  
No longer needing to worry about MHM after menstruation was a positive of the menopause, 
because “you haven’t got the bother about pads and these things” (Liz). A woman who did not 
have children (Laura) was accepting of the end of menstruation because she had not planned 
for any, and also saw it as a positive change. 
Experiencing perimenopausal symptoms were startling, but were not a cause of significant 
worry for one woman: 
 “Well, I didn’t worry about it. I thought oh, this is a bit early to be having the 
menopause and when I went to my GP, I mentioned it but he didn’t… being a 
man I suppose, he didn’t comment or anything. Put it this way, I suppose if it 
was the main thing I went about but I never went specifically.” (Rachel, 
menopausal) 
Accepting the perimenopause as a stage of life contributed to a sense of womanliness. 
Reaching the end of menstruation gave a sense of pride and boosted self-esteem (Felicity). 
Whilst the perimenopause is relatively ill-discussed,  
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“I’m not ashamed to talk about the idea that I’ve entered menopause because 
it’s a state in life I have entered and it makes me actually a full woman.” 
(Felicity, menopausal)  
4.3.6 Coming to terms with health changes 
Elements of the physical changes of the perimenopause could be frustrating. Women felt as 
though their health was not as good as it was before the perimenopause. Understanding that 
they could not do the same activities as before required adaptation: 
 “The frustration is I could do before when I had my health and my energy 
levels were good, now it’s a case of, whoa you can’t do that so that has to go, 
so what do you do? You’re just a bit more… I let go sometimes, I can’t do that 
job, and that’s the job I really want to do. Consequently you have to talk to 
yourself and say well, I can’t do everything.” (Jess, perimenopausal) 
Changes in physical capacity were most noticeable in the workplace. This woman struggled to 
manage the physical tasks she was assigned, but could not talk to anybody about it. 
Perimenopausal experiences are subjective, invisible to others and not always tangible. Being 
unable to talk about day to day health issues adds to the silences surrounding the 
perimenopause itself, and related WASH needs.  
4.3.7 Key points: attitudes to perimenopause 
• The perimenopause is viewed as taboo. Lack of discussion on the topic as a women’s 
issue contributes to the WASH needs of perimenopausal women being hidden 
• The end of fertility is something which women have to come to terms with, 
particularly for those experiencing perimenopause at an early age 
• Women can feel older in themselves and unhappy about the process 
• Women can also be accepting of the perimenopause as a natural stage of life, but 
for some, this can be hampered by health issues 
4.4 Symptoms of the perimenopause 
The women interviewed for the phenomenological review shared their symptoms of the 
perimenopause. This included changes in menstruation, hot flushes and sweating, urinary 
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incontinence, headaches, anxiety and palpitations, emotional changes, memory issues, stress 
and ageing related joint pain. 
4.5 Menstruation: “…It was as if a tap had been opened” (Felicity) 
Menstrual patterns changed for women during the perimenopause, to varying degrees. 
Women shared their experiences of how menstruation changed in flow and regularity, which 
had consequences for their WASH practices. 
4.5.1 Heavy periods 
Perimenopausal women can experience heavy menstrual periods which can be of greater 
intensity and volume than during reproductive years.  One woman’s heavy periods were 
exacerbated by a prolapse: 
“I went to her daughter’s first communion, so I was probably then about 45 
and I’d got a light-coloured skirt on, was sitting at home, and I stood up and 
I’d soiled her three-piece suite, the armchair I was sitting on. I found I wasn’t 
really aware of it as such. It just came and it happened so quickly. It’s not like, 
perhaps like yourself, because you can’t get to a toilet in time. The muscles in 
your body try to stop you from weeing, with this you just had no control over 
it, it just happened.” (Valerie, menopausal) 
The women reported that heavier menstrual flow at perimenopause is typically 
uncontrollable, and can occur when it is not expected by women due to irregularity of 
menstruation, staining clothes. Blood flow can appear to be constant and cannot be physically 
stopped. 
“It was like a bucket opening, so I could tell it was really coming through. […] 
When it comes but when it opens like, it would open and come. It’s like when 
you open a tap, you open a tap and feel it. So that’s how it was. It’s like 
somebody was opening a tap and sometimes close it […] So it was causing me 
a lot of discomfort really because I was like I don’t want to be stained, I don’t 
want to stain anything. I need desperately to change before I get stained.” 
(Felicity, menopausal)  
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“The difference with the normal menstruation and perimenopausal has been 
the extra flow on those three days. I suppose it’s really two days but it can be 
three, where it’s really heavy and then I just have to keep my eye on it all day 
because it pours out basically, and that’s going to be a bit of a problem if I’m 
travelling.” (Sally, perimenopausal) 
“I think it’s since I’ve noticed that I’ve been quite heavy, because there may 
have been occasions where I’ve been at work and I’ve been that heavy that I 
bleed through my clothes and whatever, so yes.” (Tina, perimenopausal)  
“My ex mother-in-law years ago, she’s a very old lady now, when she was in 
her 50s and I was still married to her son, I remember she came home from 
the office once absolutely devastated because the back of her skirt was 
covered in blood. […] She’d driven to work and realised when she got up out 
of the car that she’d flooded and had to drive home again. She was really upset 
about it, had to cancel appointments and everything and just come home. She 
had a lot of that and that was even when she was wearing sanitary protection 
as well.” (Jenny, menopausal status unclear)  
Lack of physical ‘control’ over a constant flow of blood was noted by different women, and 
was embarrassing. Heavy perimenopausal menstruation, known as ‘flooding’, “came all at 
once” (Valerie). At times, flooding was compounded by issues with fibroids: 
“If it wasn’t for the fibroids, then it would be normal, irregular but not 
necessarily flooding and flooding, because there are times when you flood and 
you can feel it in your pad.” (Liz, menopausal) 
Heavy menstruation was also linked to irregularity. One woman (Diane) described how her 
previous menstrual periods was two months prior to the interview. Periods for Diane were 
more intense and lasted only two days.  
Clotting was an issue with heavy menstruation: 
 “All I can remember is that they changed in volume dramatically, very heavy, 
with clots and everything.” (Jan, menopausal)  
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Increased volume of flow and clotting made menstruation uncomfortable and challenging to 
manage.  Heavy periods have implications for women’s health and wellbeing generally.  
4.5.2 Lighter periods 
Experiences of menstrual change at perimenopause varied significantly among the women. In 
some cases, periods became much lighter as menopause approached. For women, it was 
indicative that menstruation would cease imminently: 
 “I think it was lighter really, lighter towards the end. At one time, as I said, I 
didn’t see it and when I go to the doctor, the doctor he gave me something to 
bleed me out I think.” (Victoria, menopausal) 
“They became lighter. The lighter will start from the very onset. It’s the lighter 
that will give you the clue that something is happening to you. It becomes 
lighter and lighter. My friends are saying it becomes lighter and lighter, it 
doesn’t come again and others said it will still be seen. With me I don’t see 
anything at all.” (Linda, perimenopausal) 
The colour of menstrual blood as it appeared on a menstrual pad indicated changes to flow 
for women. For one woman, as well as periods being less heavy, the colour of blood changed 
during a typical period during perimenopause, and could occur, 
 “…. perhaps a couple of days later than I would expect according to my diary 
little mark that I put in the diary. The flow at the beginning is browner rather 
than being red at the beginning. It’s more of a brownie tinge and then it 
becomes blood red colour, and then at the finish I might get more spotting 
rather than a flow.” (Laura, perimenopausal)  
Lighter, shorter periods marked a gradual transition to menopause, where periods would 
permanently cease: 
“They got lighter. Though they were frequent, they were just as frequent, but 
they were a lot lighter. That carried on for a couple of years until they 
gradually disappeared – just lasted a day or so and just gradually 
disappeared.” (Rachel, menopausal) 
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4.5.3 Irregular periods 
Menstrual patterns were inconsistent compared to years of fertility when women would know 
roughly when their periods would occur. Irregular periods were a time of uncertainty. Irregular 
periods required greater planning for menstrual hygiene management. Periods would be 
missed altogether or come at times when women did not expect them: 
 “They were always very regular up until probably two years ago. So three 
years ago they became really heavy, and then for the last two years I had one 
in September, one in December, another one in September, one in March. 
There have been big gaps between, but I haven’t gone a complete year 
without any. It’s just been hit and miss, which is a real nuisance.” (Catherine, 
perimenopausal) 
“Oh yes, I had irregular bleeding, because sometimes it might be twice in the 
month rather than every month, it would be irregular. It wasn’t anything 
consistent and obviously that’s coming to the change, isn’t it, really, to 
eventually when things just stop altogether.” (Liz, menopausal)  
 “Yes you can tell. Sometimes it comes at 6 weeks, sometimes 4, sometimes it 
comes at the normal time, date to date. If it doesn’t come on time then you 
know it will be late and then it will be heavier.” (Manjuben, menopausal) 
Irregular periods marked the end of fertility. It was acknowledged that planning children is 
more challenging during perimenopause, due to not knowing when periods would occur:  
 “It wasn’t regular, because some people when they are planning their 
children, having children, they can programme by how their period falls 
regularly or they know at this time, I’m safe, no, because mine would 
sometimes come at 35 days and sometimes 28 days yes.” (Pat, menopausal) 
4.5.4 Change in length of periods 
Periods were not characterised by a specific length. Rather, it was different for each woman, 
relative to their reproductive years. A noticeable change was a use of sanitary protection over 
a longer length of time: 
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 “So I did then have to use for that whole month sanitary protection materials. 
[…] Yes, but it wasn’t heavy flow, it was like smaller, and it’s only happened 
once so far but it happened for the whole month.” (Sally, perimenopausal) 
Periods lasted for, 
“Sometimes just 3 days, sometimes 4, sometimes 5. But when it’s going to 
stop then it can even stay for 5 or 6 days.” (Manjuben, menopausal)  
The volume of menstrual flow could vary between each period. It was difficult for women to 
know how long a period would last, or how heavy they would be once they entered 
perimenopause: 
“They come more shorter and used to come in full. They’d still come three 
days, sometimes maybe four, maybe five sometimes and stop. Sometimes six 
days but not in full – a bit.” (Betty, menopausal) 
4.5.5 Painful periods 
Periods could be painful. It was noted by one woman that she 
 “…would want to avoid to be in the public because it was embarrassing 
because you’d be wriggling because of the pain.” (Barbara, menopausal) 
4.5.6 Key points: menstruation 
• Menstrual flow is unpredictable during the perimenopause 
• Menstruation can become heavier or lighter, longer or shorter 
• Women can experience painful periods  
• Changes in menstruation impacted women’s day to day lives.  
• Women’s activities in public were limited by events which were occurring in private. 
4.6 Hot flushes and sweating: “I would be soaked like I’d just fallen in a 
swimming pool.” (Jenny) 
Women experienced hot flushes and sweating, which were an indication for them that they 
were perimenopausal or menopausal. Whilst menstrual changes could vary from being a 
significant issue for some women to not so much of an issue for others, hot flushes and sweats 
were a common symptom for the majority of women in the sample. 
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4.6.1 Hot flushes 
Hot flushes were not confined to the perimenopause alone, and were common among 
menopausal women in the sample whose periods had ceased too. Hot flushes were most 
characterised by their sudden onset. Women predominantly described hot flushes as a sudden 
and unexpected change in their body temperature, in a very short space of time: 
 “It’s the worst, I’ll tell you. When it first started, you’d just be sitting there and just 
suddenly you would feel heat run up your arms and up into your neck and you just feel 
really hot and you just feel wet, damp. That used to be like a cycle, so you’d flush and 
then it would go off, but now I’m just hot all the time. So it’s not so much a hot flush 
but I get quite hot.” (Catherine, perimenopausal) 
“They are very uncomfortable to experience. They just come on and you just 
feel so powerless to do anything about them. They come on and they go… they 
perhaps last 10 / 20 seconds but in that short period of time you’re sweating 
and you feel like you’ve just gone into a sauna, you’ve just walked through a 
sauna and it’s just sort of hits you.” (Valerie, menopausal) 
Hot flushes were very problematic for some. One woman explained how her hot flushes could 
make her feel particularly unwell. Having hot flushes inhibited daily activities, indicating how 
symptoms of the perimenopause are temporal, every day issues which can affect women’s 
health in different ways: 
 “When I could feel very hot, at times even dizzy and when I sleep, I need some 
more air because I’ll be very hot and during the day, I could not eat. At times 
when I eat, I feel like throwing up.” (Barbara, menopausal) 
Hot flushes were mixed in with sweating. Sweating whilst experiencing a hot flush in public 
was particularly embarrassing. One woman described her consciousness of having a sweaty 
hot flush whilst queuing in a bank: 
“My hair was soaking wet underneath within minutes, it was like really wet, 
and I was really annoyed because it was blow-dried and when it gets wet, it 
goes frizzy and curly and I could feel it going. I could feel sweat dripping down 
my back. I was just standing in a queue and I was trying to take deep breaths, 
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because I knew what was happening, I was trying to control it but I felt like 
everyone could see me.” (Jenny, menopausal status unclear) 
Hot flushes warranted the use of different techniques to help women to keep themselves cool 
and to manage their symptoms. Women needed to manage the fluctuating temperatures they 
experienced from feeling hot to feeling cold. Management strategies were not only associated 
with WASH, as discussed later, but also included the use of non-WASH facilities at home: 
“So I’d been having irregular periods for a long time and it was in my 50s that 
I started with the hot flushes, really bad. They would just suddenly come, very 
hot and then cold, and the way I handled that to be honest if I was at home, I 
would open the fridge and stand in front of the fridge just to cool down. That 
went on for a long time and basically that’s how I managed it.” (Liz, 
menopausal) 
4.6.2 Night sweats 
Nights sweats typified women’s perimenopausal experiences.  Women commonly described 
how they would excessively sweat during the night, to the point of being “soaking wet”. Night 
sweats are unpleasant and contribute to sleep loss:  
“About three or four years ago, and this is why I believe personally I am 
menopausal, I had about a year of night sweats. I’d wake up at about two in 
the morning and whatever the weather, even when it was cold with the 
window wide open, I would be soaked like I’d just fallen in a swimming pool, 
and the duvet would be completely soaked too. You’d wake up and you’d get 
cold very quickly because you were wet, and the room was cold because I 
opened the window to try and keep cool.” (Jenny, menopausal status unclear) 
 “When I had those oh, you’d just wake up and the sheets are just soaking wet, 
it’s like lying in a puddle, it’s horrible. You just get really hot and then you wake 
up and you’re just very wet.” (Catherine, perimenopausal) 
“The night sweats are horrendous, absolutely horrendous. I must have one… 
out of the seven-day week, I probably have five in a week and I wake up 
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soaking, absolutely soaking wet. They are some night sweats, I tell you. And it 
isn’t just sweating, I’m absolutely soaking wet.” (Judith, perimenopausal) 
Women lost sleep due to night sweats as they tried to regulate their temperature. It was noted 
that even in winter, when sleeping with several layers and a duvet, every layer would need to 
be removed to cool down (Liz). Night sweats led women to feel hot and cold as they tried to 
sleep.  Loss of sleep due to night sweats increased tiredness generally, “because you could 
have them two or three times, four times a night if it was a really bad time.” (Valerie). At times, 
it was possible for women to tell when in the night they would experience sweats:  
 “Say if I’m just watching the TV, it will happen at about 9 o’clock and it will last for 
about an hour at least, it goes on for about an hour, and then when I’m in bed probably 
once, it will wake me up about 12 / 1 o’clock. It seems to be a pattern and then that’s 
it, I can’t go back to sleep.”  (Jess, perimenopausal) 
Night sweats illustrate how the physical symptoms of the perimenopause have a social aspect. 
Sweating influenced relationships between women and their partners over a longer period of 
time: 
“So that’s really unpleasant because you’re burning hot, your skin is burning 
hot and you’re very sweaty and it’s very unpleasant to be around that, for your 
partner, for instance, they’re going, ‘oh go away, keep away.’ At the point you 
have to then get up and change the bedding even, or flip the duvet over, and 
you’re aware that it’s all bit damp. It’s very unpleasant that, and that went on 
for about a year I would say.” (Jenny, menopausal status unclear) 
“I only see my partner at weekends and he says it’s hard to get near me, 
because I’m either very hot or I’m too wet. He calls me a sponge because I’m 
too wet and hot to touch. He thinks I’m too hot all the time. But I find they’re 
the worst things because obviously it’s not just a case of having a flush and 
you get over it, you’ve got the whole bed is soaked.” (Judith, perimenopausal) 
The impact of night sweats is physical and social in nature. Loss of sleep causes tiredness and 
decreases wellbeing, and sweating can have an impact upon women’s relationships with their 
partners. 
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4.6.3 Key points: Hot flushes and sweating 
• Hot flushes during the perimenopause are sudden and short. Fluctuating 
temperatures inhibit women’s ability to perform daily activities 
• Night sweats have a physical impact as they result in sleep loss.  
• Women’s relationships with their partners can be affected by night sweats 
4.7 Health issues associated with the perimenopause 
Women experienced different health issues during the perimenopause, including urinary 
incontinence, headaches, anxiety and palpitations, emotional changes, memory issues, stress 
and ageing related joint pain. 
4.7.1 Stress urinary incontinence: “…it’s now my waterworks” (Felicity) 
Stress urinary incontinence is an issue for women during the perimenopause (see chapter 2, 
section 2.4.3), but there was a general lack of clarity for the women about the link between 
incontinence and perimenopause. One woman explained that whilst she had stopped 
menstruating, getting older exacerbated existing issues with incontinence: 
“Instead of menopause, it’s now my waterworks because as much as I drink, I 
don’t know whether I can say my blood is becoming weak but he (doctor) said 
no, it’s not becoming weak, it’s only maybe I need just to exercise a bit more. 
So I don’t know how you take it, maybe that could be a side effect of 
menopause.” (Felicity, menopausal) 
Two women in this sample who discussed issues with incontinence could not explicitly link it 
to perimenopause, but their experiences were noteworthy for understanding WASH needs. 
Incontinence was a lifelong issue for both of the women, one of whom required medical 
intervention to help her to manage it:    
“I’ve been a sufferer of incontinence since I was young, I know since I was 
school age. So I’ve basically used sanitary protection for incontinence my 
whole life, stress incontinence. I’ve had an operation now, a couple of years 
ago, so I don’t have that problem anymore.” (Sally, perimenopausal) 
The experiences revealed by these women suggest that there remains a blurring of boundaries 
when it comes to incontinence at different stages of life. If it is already experienced prior to 
 179 
 
the perimenopause and for the rest of women’s lives past the menopause, it may be difficult 
to associate it directly to the hormonal changes of the menopausal transition. 
4.7.2 Headaches 
Headaches are a perimenopausal symptom (Nachtigall, 1998). Women noted experiencing 
bad headaches during the time of the perimenopause: 
“I used to get bad headaches which I put down to the perimenopause, but I 
don’t know whether it was or whether it was something else, stress headaches 
or what, but I don’t get those now. When I’m talking to friends that are my 
age and they say, ‘oh god, I feel really tired, I’ve got a really bad headache’, I 
say, ‘put it down to the perimenopause, that’s what it is.” (Laura, 
perimenopausal) 
Symptoms such as headaches can be experienced across the life course. Yet, women going 
through the perimenopause attributed them to passing through this particular lifestage. The 
subjective nature of the perimenopause and wide-ranging symptoms may have played a role 
in associating headaches with the menopausal transition.  
4.7.3 Ageing related joint pain 
Women reported experiences of joint pain, as part of the ageing process due to declining 
oestrogen, a natural anti-inflammatory.  Joint pains began during the perimenopause, and for 
one woman, were felt most in the morning: 
 “The joint pains are probably the worst. You know when you get up in a 
morning and you put your feet down and it’s like argh, across your ankles and 
the base of your feet.” (Bharti, menopausal) 
Joint pain arose for one woman around the time before her retirement. Health related issues 
with sciatica caused problems: 
 “I used to get pains in my feet and I thought it was my back when I used to do 
all this lifting, but it wasn’t my back, it was my leg, sciatica in my leg and then 
I went to the doctor and they told me I’d got sciatica and it’s my leg and not 
my back. So that was a surprise because I thought it was my back, down the 
hip.” (Betty, menopausal)  
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The process of ageing set in for this woman when medical intervention was needed. A hip 
replacement was a procedure which marked that she was getting older as a menopausal 
woman, but did improve her health. 
4.7.4 Anxiety and palpitations 
Feelings of anxiety and heart palpitations at the time of the perimenopause were raised, and 
experienced together. Similarly to incontinence and headaches, there was an element of 
confusion as to whether it was linked to the perimenopause: 
 “Initially the anxiety and the palpitations, which I’m now convinced was the 
menopause. My doctor didn’t seem to connect the two things, so he was 
treating me for anxiety and actually now in retrospect, I can see it was all kind 
of linked together, so that was quite difficult. Not quite panic attacks but you’d 
get uneasy about things and that sort of thing.” (Catherine, perimenopausal) 
Whist anxiety was not medically confirmed by the (male) doctor as part of the perimenopause, 
this woman felt in herself that it was a marker of her perimenopausal experiences. This 
exemplifies the subjective, hidden nature of the perimenopause, where women form their 
own perspectives about the changes they are facing, which are seldom visible to the outsider 
(including the professionals). 
4.7.5 Stress 
Stress was an issue for some women. It was perceived that stress was induced at the time of 
the perimenopause due to the responsibilities women held as mothers and as they became 
grandmothers and carers for elderly parents, but they did not see a direct causal link between 
stress and the perimenopause. Increased family responsibility, combined with pressures at 
work, contributed to raised stress levels and subsequent sleep loss: 
“... I was quite stressed so at the time I was stressed with work and family and 
everything. I wasn’t sleeping very well either.” (Rachel, menopausal) 
 “I can say coming to menopause, it came at a time where my personal life got 
more worries because the older you get, the more responsibilities with family 
grows. So I find I am the adult here and I’ve got my nephew, I’ve got my son, 
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I’ve got my mother and all of them look up to you for this and the other and 
you find sometimes maybe you try to work with them.” (Felicity, menopausal) 
Trying to ensure that other family members’ lives were in order was seen as part of 
perimenopausal women’s concerns. Stress however called these responsibilities into 
question, as individual health became a worry: 
“It was as if I was saying it’s my business to make sure these people order their 
lives properly. I took it upon myself to try and correct them and try to make 
sure they do things properly, but I found that it raises my stress levels. So I 
thought it’s not healthy and good for me and after all, at the end, they are the 
ones who need to order their lives, not me. So it won’t help me to worry about 
them and stress myself unnecessarily.” (Felicity, menopausal) 
4.7.6 Key points: Health issues associated with the perimenopause   
• Joint pains can be experienced at perimenopause and beyond. Joint pain can require 
medical intervention in some cases. 
• Urinary incontinence is a perimenopausal symptom. Incontinence may be an issue 
for women across the life course, but is a symptom of the perimenopause and 
highlights the need for the WASH sector to pay greater attention to the issue. 
• Headaches can become more prevalent and an issue for women during the 
perimenopause 
• Women can feel anxious and have palpitations during the perimenopause 
• Stress is caused by the responsibility of caring for different generations of family and 
work, but a direct link to the perimenopause is unclear 
• Women self-define these experiences as part of the perimenopause, irrespective of 
medical perspectives. This reflects that experiences of perimenopause are 
subjective and not always clear to the outsider 
4.8 Emotional changes: “…just leave me to cry” (Judith) 
Emotions play a part in the perimenopause. Emotional changes are some of the most hidden 
aspects of the perimenopause, potentially the most difficult to convey or explain. Unlike the 
physical changes in menstruation and sweating, they are less visible, psychological and 
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subjective. One woman explained that as she experienced emotional issues at spontaneous 
times, putting it down to,   
 “Hormones – I can cry at the drop of a hat at the moment. Really strange, for 
no reason, and then once it starts, I can’t tend to stop it and then for some 
reason, it just stops and then I’m fine again. Very confusing for people when 
you start crying for no reason and you’re kind of going I don’t really know why 
I’m crying but I can’t stop, just leave me.” (Judith, perimenopausal) 
Fluctuating emotions affected day to day life, without a clear understanding about the reasons 
behind it. This woman noted how she began to cry at the end of a shopping trip:  
“I got all the way back to my partner’s house and I was still crying. I tried to 
stop myself because I didn’t know why I was crying. I walked into the house 
and he said, ‘are you okay?’ And I looked at him and I just burst into tears and 
he went, ‘okay,’ and I went, ‘just leave me to cry,’ and he was like, ‘yes, but 
there must be something wrong.’ ‘I have no explanation.’ I couldn’t explain it 
to him. I kept saying, ‘no, just leave me and I’ll be fine in a minute,’ and he 
wanted a reason and I couldn’t really give him one.” (Judith, perimenopausal) 
4.8.1 Key points: emotional changes 
• Women can have emotional changes during the perimenopause 
• Emotions can be spontaneous, and their subjective nature means that they are 
difficult to explain to the outsider  
4.9 Memory issues: “…I’m calling it scatty” (Laura) 
Women across the sample noticed issues with their memory as they went through the 
perimenopause. Remembering things such as taking medication, or to conduct everyday 
activities was the predominant issue and was, in these women’s views, a marker of 
perimenopause: 
 “It’s shocking. I actually park in the same spaces every time I go shopping so 
that I don’t lose the car. I actually park in a specific area of the car park 
because if I don’t and I park in a different place, I can’t find the car […]  I’ve 
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even put a bobble top on it so I can find the car in a crowd. Or I say to 
somebody else, just remember where we are, which isn’t a lot of good but yes, 
my memory can be shocking.” (Judith, perimenopausal) 
“I’m getting more forgetful. Little things, I’d go into my pantry and then I 
forget, what did I come here for? I go into my kitchen for something and I have 
to think twice, why have I come here? […] I hope it’s temporary.” (Minaxi, 
perimenopausal) 
 Working, professional women were concerned and embarrassed about their memory. Not 
being able to remember things or to concentrate had an impact upon their ability to work. 
Women found themselves needing to write themselves reminders in order to do their jobs: 
 “Concentration at work has been very difficult so I have to work in shorter 
blocks of time; I have to write myself notes, I’ve got my little diary over there 
and everything goes in there that I have to do otherwise I’ll forget it, which 
isn’t great as a professional woman. You’re supposed to retain a lot in your 
head and I find I can’t.” (Jenny, menopausal status unclear) 
“I’m writing things down more, trying to remember. I have a diary and I tend 
to write more things down to remind me. It is one of the issues I do worry 
about it.” (Minaxi, perimenopausal) 
 “This week I went across to somebody’s desk to tell them something and by 
the time I got to her desk, I couldn’t remember what it was and I had to go 
back and sit down, it was a bit embarrassing but never mind she understood.” 
(Catherine, perimenopausal)  
Writing down things straight away was important for women to help them to function. Details 
of website passwords and even the arrangement of the interview for this research had to be 
recorded immediately: 
 “Memory, yes, maybe but you see I’m calling it ‘scatty’, because I will 
remember but it won’t be for a while. It’s like I said to you, I’ll send you my 
mobile phone number, I said that a week ago, and then I got your email last 
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night and I thought, oh my god I haven’t sent Amita my mobile, ‘here it is …’ 
and then of course you’d then gone.” (Laura, perimenopausal) 
Women sometimes preferred to explain issues with memory in different terms. Possible lack 
of acceptance that memory was an issue led them to define it as “scatty” or “confused”. 
Forgetting things was an indicator of the perimenopause as part of getting older, and as a 
result was difficult to accept due to cultural negativity around associations of perimenopause 
with “ageing”. This was particularly an issue among perimenopausal women in the earlier 
stages of transition. 
4.9.1 Key points: Memory issues 
• Women have issues with their memory during the perimenopause 
• Memory issues affect day to day activities, and ability to work 
• Perimenopausal women find it difficult to accept memory issues as being a part of 
getting older 
4.10 Hygiene during the perimenopause 
The literature review did not provide an explicit link between the perimenopause and WASH. 
The first part of the chapter provided insights into women’s experiences of PM symptoms, for 
which there is also little record of. The phenomenological review identified five hygiene 
practices of significance for PM women, used as coping strategies for their symptoms. The 
next sections of this chapter discuss the hygiene needs of PM women, as identified through 
the narratives of the women interviewed in Leicester and Loughborough: menstrual hygiene 
management, urinary incontinence management, bathing, laundry, and drinking.  
4.11 Menstrual hygiene management (MHM): “It wasn’t the little thin fancy 
pads that you would use when you’re just starting a period, but heavy, 
thick pads.” (Liz)  
4.11.1 Product change 
As women entered the perimenopause, MHM products used, particularly when bleeding 
heavily, changed from the ways in which they managed menstruation prior to entering this 
stage. Tampons, used by several women interviewed, could not provide effective protection 
when blood flow was particularly heavy. The onset of perimenopause led women who used 
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tampons for most of their lives to revert to use of pads to ensure better management. Needing 
different means of menstrual hygiene protection was a marker of the change which women 
were experiencing. Adaptation to using different techniques was needed. The “impractical” 
(Valerie) use of thicker pads could limit leisure activities, and therefore MHM impacted 
women’s social as well as working lives: 
“I realised quite early on that tampons were no use at all, so it was sanitary 
pads that you had to use, and by virtue of what they are they’re 
uncomfortable, bulky, impractical. If you were, say, going to a gym or 
something like that, swimming or any activity, you couldn’t wear something 
big and bulky, and that’s the only way. I mean I don’t know what they’re like 
now but then the only way to get more absorbency was to get a bigger, thicker 
pad. Tampons were no use at all.” (Valerie, menopausal) 
Women also found that during the perimenopause, the thickness of the pad that they would 
for menstrual protection changed: 
“Sometimes I had to have the very thick pads, especially at nights, when you’re 
in bed and you’re lying down and things like that. If you had a gush, a heavy 
flow, it would leak out and get on the bed and so on so you would put heavy 
pads on. If you’re working, like in my case I was a midwife and I had to use 
heavy pads, thick pads, so they could really absorb you understand. It wasn’t 
the little thin fancy pads that you would use when you’re just starting a period, 
but heavy, thick pads.” (Liz, menopausal) 
 “I suppose I’ve always been old-fashioned, and I’ve never used a tampon in 
my life, I’ve always used pads. I was using normal pads before and then as it 
got heavier, I used to use the thicker ones.” (Minaxi, perimenopausal) 
Thicker pads with greater absorbency were viewed as very important for MHM. High 
absorbency, thick pads are conventionally marketed in the UK for night time use when 
sleeping, but one woman said that due to the heaviness of her menstrual flow, she would 
 “… use mainly the night time ones but all the time.” (Natalie, perimenopausal) 
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Ethnographic observations by the researcher at a later date in a British supermarket and in a 
pharmacy did not identify any explicit marketing for heavy “perimenopausal” bleeding on 
commercial sanitary towels. Lack of clear advertising for the perimenopause adds further to 
the culture of silence which shrouds it, exemplified through an absence of clear signposting 
for women.  In turn, women at times did not change the product being used. Some women 
explained that whilst the thickness of the pads did not change, they felt the need to wear more 
of the pads that they were already using, layering ‘normal’ flow pads on top of each other for 
greater protection when faced with heavy bleeding: 
 “it’s the same one, I just change it often and sometimes I’ll put other layers 
on top, but really I haven’t changed it […] just to accommodate the flow.” 
(Diane, perimenopausal) 
Protection when using pads during heavy menstruation was found through thicker layers. 
Either the thickness of a single pad increased, or layers of thinner pads were the way forward. 
Both approaches marked a significant change in MHM techniques during the perimenopause. 
Concerns about leaking during heavy menstrual periods led to the use of different MHM 
techniques at once. Women found the need to combine the use of pads with tampons to 
safeguard against leaking: 
 “I was also finding that on those days, I’d started to use a pad and a tampon 
because I didn’t trust the fact that I wouldn’t leak. So I was basically doubling 
the amount of materials that I was using, and I was finding that generally I 
was leaking before I got to change my tampon. So the practicality of it 
changed in that the flow was much heavier and I had to sort of change the 
way that I used sanitary protection material. So that was one thing and that’s 
still going on, so for two / three days a month I would wear a pad and tampons 
now which I never used to do.” (Sally, perimenopausal) 
“I had to go back to pads… […] From Tampax. I think I had to use both.” (Jan, 
menopausal) 
Use of different products together has different implications. Women need to actively 
consider whether one product will provide enough protection or whether it requires 
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supplementation with another. How often tampons and/or pads should be changed comes 
into consideration, dependent upon whether a pad is cautionary protection in the event of 
leakage and therefore only a tampon needs changing, or whether both the pad and tampon 
are soiled.  
In contrast to the need for thick pads for heavy menstruation, women with lighter periods 
used lower absorbency, thinner pads: 
“I reduced the size of it, the pads and I got a different size, so I kept reducing 
it because there’s no more need of a heavy one.” 
“ I was using the big pad because I have to be changing a pad every two hours 
which, with this, when it’s getting lighter, you reduce whatever pad you’re 
using to a lighter one and now I don’t even use anything because nothing is 
coming.” (Linda, perimenopausal) 
MHM needs vary. Different changes in women’s menstrual patterns warrant different levels 
of protection, with lighter bleeding requiring thinner layers than heavier bleeding. Diversity in 
menstrual patterns translates into diverse MHM needs. Hygiene needs of perimenopausal 
women cannot be met with a uniform ‘one size fits all’ approach.  
4.11.2  Behaviour change 
The perimenopause warranted greater vigilance in MHM, and MHM behaviour changed. 
Women who menstruated heavily could not ascertain whether the sanitary protection which 
they used would be able to prevent leakage from heavy bleeding. MHM did not just concern 
the techniques used for protection, but where it could be done more effectively. The work 
environment was a challenging place for good MHM. The need for more vigilance when 
menstruation was heavy led women to avoid going to work to try and ensure better MHM: 
 “When you have very heavy periods and sweating and stuff, you feel self-
conscious, but because I work for myself, sometimes I’ll just work at home, 
sometimes it’s easier to be at home rather than…”  
 “Sometimes when I have heavy periods, it does come through my clothes, it’s 
just so constant, so I want to stay home just in case of any accidents.”  (Natalie, 
perimenopausal) 
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MHM is spatial. The home is a private space for MHM during heavy menstrual periods. Women 
who were unable to stay at home and needed to be at work had to be well prepared for heavy 
menstruation and leaking: 
“Well, it was just making sure that I had enough sanitary protection really. 
Making sure I brought extra with me because I just didn’t know how much I 
would need and that sort of thing. […]  I had to buy more, and I had to bring 
more. I had to be thinking about it all the time.” (Catherine, perimenopausal)  
Surrounded by colleagues, MHM was something to be thought about more than prior to 
perimenopause. As work requires significant attention, visiting the toilet to change regularly 
was of more concern due to fear of embarrassment: 
 “… because if it’s quite heavy you don’t want to be an embarrassing situation 
if you’re at work. Yes, I suppose it was on my mind all the time, I must 
remember, because you get absorbed in your work and it’s very easy, unless 
you need the loo, you’re not necessarily going to go in there, are you?” 
(Catherine, perimenopausal)  
Women mainly discussed the need to be well prepared for MHM in the context of work. MHM 
is part of everyday hygiene, and is therefore considered in the context of women’s everyday 
activities. Unpredictable menstrual flow can disrupt the everyday, both in hygiene practices 
and in economic activity. 
Frequent changing of sanitary protection was important for heavily menstruating 
perimenopausal women: 
 “…they started being a little bit at the beginning for a few days, then it would 
go on to a bit more normal flow, and then it goes to a really heavy flow for 
like two or three days where I’d have to change like a tampon, say, three or 
more times a day, which I never used to have to do. I could always get away 
with two, and on a light day, even one a day, and then change it at night sort 
of thing. So that was the main thing that the flow got a lot heavier for two or 
three days each month.” (Sally, perimenopausal) 
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‘Flooding’ where blood would constantly flow was a cause for extra concern when it came to 
maintaining hygiene. Women spoke about how regularly changing sanitary wear was an active 
choice. Regular change, “sometimes every hour or two hours” (Natalie), or “at least every three 
hours” (Minaxi) was necessary because materials would be easily soiled, there were risks of 
leaks from uncontrollable flow, and therefore women were generally more conscious of 
preventing any staining by actively checking and changing sanitary wear: 
 “It was regular change, and of course you have to be particular with your 
hygiene because sometimes it can flood and if you’re not well padded, it 
gushed down and things like that.” 
“In the heavy times, you had no choice. If you have access to pads you would 
have a need to change straight away, but if there was a case where you didn’t 
have any pads, you have to find some other alternative, so if you were caught 
out. Usually once you know that it came, like in my case that I was heavy, I 
have to be changing often.” (Liz, menopausal) 
 “I didn’t know how long I could last before changing so it was just a case of 
keep checking.” (Catherine, perimenopausal) 
There was a general consensus that more changing of materials and checking for stains was 
needed. Frequent changing was more of a matter for heavily menstruating women than for 
women with shorter, lighter periods. Women with less flow soiled their materials less, 
therefore requiring less change. Changing sanitary wear was a routine part of hygiene, but 
was adjusted according to flow.  Lengthening of menstrual periods, often with heavy flow 
meant that sanitary protection was needed over a longer length of time. Longer periods have 
implications for the demand for MHM materials. If women are menstruating for more days, 
they need to buy more sanitary wear to cater for the extra days. For women on low-incomes, 
this would mean greater costs are incurred to effectively manage menstruation over a longer 
length of time. Consideration would also be needed for increased use of sanitation facilities 
and disposal for more days: 
 “There was a stage when I had a very heavy period for about three weeks and 
then I had to go to the doctors. […] continuously “ 
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 “I had to go to the doctors and he gave me the pill again to stop the period. 
He also sent me to the hospital for a scan just to make sure that everything 
was okay. They found that everything was okay, it was just one of those 
things.” (Minaxi, perimenopausal) 
 “…when I was younger, I could literally get my calendar out and mark the day 
when my period would start and when it would finish. But the last few years, 
it’s been sometimes they used to last four days but then sometimes it would 
last up to ten days, and it would be the heavier bleeding from the first until 
the end.” (Natalie, perimenopausal) 
 “I used to have a peak. I used to start and then have a really heavy peak and 
then go back. Sometimes they could last over a week.” (Judith, 
perimenopausal) 
4.11.3 Key points: Menstrual hygiene management 
• MHM needs vary according to the type of menstrual flow experienced by 
perimenopausal women 
• Heavy menstruation leads to product change. Perimenopausal women may change 
from using tampons to pads, use thicker or more layers or pads, or use tampons and 
pads in combination. 
• Changes in menstruation leads to behaviour change 
4.12 Stress urinary incontinence management: “I haven’t thrown away my 
pad, just for security sake” (Felicity) 
Perimenopausal women with ageing-related incontinence need good urinary incontinence 
management, through behaviour change and use of products. Behaviour changed through 
using toilets to prevent leaks:  
“I have to make sure I’m consistent in my going to the toilet before I become 
desperate for the toilet. Maybe that’s one thing that has changed so recently 
for me, such that it makes me worry why my bladder has become so weak.” 
(Felicity, menopausal) 
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Incontinence or sanitary pads were used for protection, despite the cessation of 
menstruation: 
 “So as a result of not throwing away my pad because in case I leak before I 
get access to a toilet, so I haven’t thrown away my pad, just for security sake. 
That’s one thing that has changed recently but I wasn’t really good with my 
water before.” (Felicity, menopausal) 
Urinary incontinence was a longer-term problem from prior to the perimenopause for the two 
women who experienced it in this sample, making it easier to deal with:  
“But until a few years ago, I’ve always worn sanitary protection material of 
some form, at least panty liners, just to give you an extra… and if I have a cold, 
then I would wear pads all the time. So for me it’s not quite as distracting 
because I’m used to doing that anyway.” (Sally, perimenopausal)  
Concerns over MHM gradually shift to urinary incontinence as women pass through the 
perimenopause and the erratic patterns of menstruation are replaced by erratic urine leaks. 
Hygiene protection for perimenopausal women needs to be able to adequately absorb urine, 
and may be worn all the time. 
4.12.1 Key points: Stress urinary incontinence management 
• Urinary incontinence management requires greater vigilance for erratic urine leaks 
• Women use pads for protection from leaks, which are worn at all times 
4.13 Bathing: “…I’d have a shower in the middle of the night sometimes.” 
(Jenny) 
Perimenopausal women need to bathe regularly. In some cases, bathing frequency increases 
due to the intensity of particular symptoms of the perimenopause which leave women feeling 
unclean. The narratives of the women interviewed for the phenomenological review identified 
that bathing, which is under-discussed in WASH (Bhakta et al, 2017), is an essential part of 
hygiene which becomes more important in dealing with irregularities in menstruation, hot 
flushes and sweating, but also highlights changes in hair washing patterns.  
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4.13.1 Menstruation 
Heavy menstrual perimenopausal bleeding leads to more bathing. Needing to bathe due to 
constant blood flow was supplementary to MHM. Bleeding heavily made women feel dirty 
and uncomfortable, causing women to have extra showers: 
“I mean I’ve always had a shower every day so I may perhaps have had 
occasion to have an extra one if I was bleeding very heavily. Yes, I probably 
did occasionally, so if you were in a hot country and that was happening, it 
would be very unpleasant.” (Jan, menopausal) 
 “Yes probably. I hadn’t thought of that but yes I did.” (Catherine, 
perimenopausal) 
Using pads and tampons for MHM during heavy periods did not always suffice in maintaining 
good hygiene.  Bathing was important when menstrual flow was particularly uncontrollable 
and would “gush”: 
 “…if it was heavy you would have to wash, because sometimes the gush is so 
much so you wash yourself, but if it’s just like an ordinary flow, you don’t have 
to wash straight away but it means you have to make sure you change your 
pads frequently. So it’s frequent changing of the pads without necessarily 
washing because it’s not that heavy.” (Liz, menopausal) 
Bathing was an additional way for women to keep themselves clean in addition to MHM. In 
contrast to discussion in WASH on MHM for adolescent girls which focusses upon MHM 
techniques for protecting from leaks and use of toilets, assessing the needs of perimenopausal 
women provides a deeper insight into maintaining bodily cleanliness through regular bathing. 
The convenience of a bathroom with a walk-in shower was valued: 
 “During this time, I was having showers twice a day, once in the morning and 
once in the evening. We’re fortunate compared to Third World countries. I feel 
sorry for the ladies in Third World countries as they haven’t got anything 
really. So we’re very lucky that we’ve got a shower, a walk-in shower at home, 
which is convenient.” (Minaxi, perimenopausal) 
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Women who did not have a shower fitted still had regular baths: 
 “I don’t currently have a shower fitted because the last one got taken out last 
year and I’ve not replaced it yet so I do have a lot of baths. […] At least twice 
a day.” (Natalie, perimenopausal) 
Indications of potential bathing difficulties for women with inadequate water and sanitation 
provisions were provided by one woman, who experienced heavy bleeding in Zimbabwe. 
Whilst she had issues with heavy bleeding throughout her life, this woman discussed how 
bathwater in tubs would stain easily due to sudden and heavy bleeding, raising issues which 
PM women in Ghana may face: 
“So it was kind of difficult because when I was bleeding so much, even when I 
was in the midst of a bath, it could just come, such that I really had to make 
sure that I had to bath very quickly before the whole water was red with blood, 
because it could come just any time just like that while I’m bathing. So I had 
to really have a bath very quickly, very thoroughly. […] So it would come in red 
and then you’d find clots in the water if I didn’t get out quick.” (Felicity, 
menopausal) 
In low-income countries, menstruation is taboo. This woman described how she perceived 
showering to be easier because the stained water would be taken away in a drain. Drainage 
was highlighted as important for bathing for heavily menstruating women to conceal that they 
were bleeding heavily due to local taboos.  
4.13.2 Hot flushes 
Hot flushes made women feel sweaty. Increased perspiration warranted more showering in 
order to keep clean: 
 “Well, you have your bath or your shower, you shower yourself, but, as you 
say, with the flushes and so on, you find you’re perspiring and you feel hot 
flushes, so it always makes you feel like you need to shower often.” (Victoria, 
menopausal) 
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The intensity of experiencing hot flushes varied by season. Accordingly, bathing frequency 
differed according to seasons, increasing more during the summer due to warmer weather, 
or when visiting warmer climes, which exacerbated discomfort from hot flushes: 
“It varies really, sometimes it might be shower in the morning and shower 
evening, but places if you go to America you shower two or three times a day 
you see. Whereas in this country, when the weather is like this, you feel like 
showering more than the winter time. In the winter you don’t feel like you 
want to, but in the summer you’ve got that feeling, that sticky, you feel sticky.” 
(Victoria, menopausal) 
Bathing has a seasonal dimension. Reviewing the bathing patterns of women with hot flushes 
highlights how bathing can change over the course of the year, according to the ways in which 
different weather patterns influence symptoms, which may also be affected by water supply 
issues,  
Increased bathing due to hot flushes became a part of regular hygiene routines during the 
perimenopause. Regular showering became habitual as women were conscious of keeping 
themselves clean and cool: 
“Yes, I had to. I’d just have to have a shower in the morning, so now I’ve got 
into a habit of having a shower every morning, sometimes twice; sometimes 
when I get home, I might have another one.” (Catherine, perimenopausal)  
Washing just the face was a way to cleanse after a hot flush rather than showering, due to 
convenience: 
“Yes, sometimes it’s too much and you feel like refreshing. I didn’t wash, I just 
take some towel, wet it and then… because it’s too cold in this country to be 
going to wash every evening, so you just refresh yourself. Sometimes it’s wet 
tissues you use or a towel and you wet it and you use it.” (Linda, 
perimenopausal) 
 Frequent occurrences of hot flushes and resultant face washing was, however disruptive to 
daily routines, particularly when, for instance, trying to get ready for work: 
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“I mean I still have sweats, hot flushes – that still happens, usually when I’m 
trying to get ready in the morning. What happens is I get cold, so I’ll turn the 
AC off or I’ll turn the fan off and then I start to trying to get ready and all of a 
sudden, I’m sweating all down my face and my forehead and okay, I just put 
my make-up on and I’m completely sweaty. So I have to clean everything off, 
otherwise it’s all going to be blotchy.” (Bharti, menopausal) 
4.13.3 Night and day sweats 
The timing of bathing comes into greater focus when bathing is needed to deal with night 
sweats. Women with night sweats needed to bathe during the night, as one woman explained 
how for her, there was: 
 “Lots of showering, I’d have a shower in the middle of the night sometimes. 
I’d always wear a nightie or a t-shirt or something because that sort of soaked 
up some of the moisture. Even though I knew I was going to have to get up 
and shower, it was just less unpleasant to have something that was soaking 
that up. So that was really extreme, and it really surprised me the amount that 
you can actually sweat.” (Jenny, menopausal status unclear)   
Night sweats caused discomfort, and women lost sleep in waking up during the night to bathe: 
 “…you need to have a good wash, especially after a night sweat because my 
body’s covered in sweat. So, yes, you need to have a shower.” (Judith, 
perimenopausal)  
 “I’m sleeping and then I’m wake up and I’m literally wet […] I’ve even got up 
before and got in the bath to cool down.” (Tina, perimenopausal) 
Losing sleep through showering was problematic. It was easier at times to have a face wash 
rather than to shower because it was quicker, and women could return to bed, but intensity 
of sweating led to alternation between showering and face washes, with showering as a last 
resort: 
 “Well, some nights would be worse than others. I tried not to shower too 
often, for too many nights, because obviously it did wake you up, but I would 
always have to go to the bathroom and just run water, throw it over me, cool 
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my face down and stuff like that, because for me the hot flush came at night, 
the palpitations and the flush came, and then the sweat came afterwards.” 
(Valerie, menopausal) 
4.13.4 Hair washing 
Whilst bathing increased due to heavy menstruation and hot flushes and sweats, hair washing 
decreased. One perimenopausal woman noticed her hair thinning, greying and becoming 
coarser.  As a result, washing hair less was a tactic employed to retain moisture: 
 “Yes, a few years ago I would have had to have washed it every other day but 
now I think, oh it will do for another day, and, I might have my haircut 
tomorrow so I’m not going to wash it this morning if I’m going to have it cut, 
but I’ll think, oh tomorrow I will wash it because I want it to look nice for work, 
so yes, hair washing has definitely…” (Laura, perimenopausal)  
Retaining moisture in hair by less washing may have been part of keeping a younger 
appearance. Bathing is therefore not only important in cleanliness, but aspects of it are a part 
of protecting features such as hair from the effects of the perimenopause. 
4.13.5 Key points: bathing 
• Bathing is important during the perimenopause 
• Access to bathing facilities is important on a 24-hour basis for women dealing with 
the irregularities of heavy menstruation, hot flushes and sweating 
• Women bathe more during heavy periods, hot flushes and sweating, but can be 
inclined to wash coarser hair less 
4.14 Laundry: “I always carried spare underwear with me…” (Valerie) 
Laundry is important during the perimenopause. Women need to wash more clothes and 
bedding, because they are more likely to be soiled. Clothes and bedding were soiled due to 
heavy menstruation, hot flushes, and sweating. Laundry needs for incontinence were not 
identified, but leaking may raise implications for laundry. 
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4.14.1 Menstruation 
Heavy menstrual periods during the perimenopause required preparation when it came to 
clothing. Laundering also concerned extra underwear. When bleeding heavily, women could 
not be certain that their clothes would not stain, taking precautions in advance: 
“I always carried spare underwear with me from when it first happened. I 
always carried tights, pants and I always had. It sounds funny, my daughter 
used to think it was hilarious, spare underwear in my car, because if you went 
out somewhere, you perhaps needed it. So I always carried spare underwear 
with me, and I always had wipes or toilet paper or something like that in the 
car, because sometimes you just couldn’t get to somewhere where you could 
easily.” (Valerie, menopausal) 
Perimenopausal women had to make greater considerations for hygiene beyond MHM and 
bathing where heavy menstruation was concerned. MHM was not always effective and the 
easy soiling of clothes warranted greater attention to laundering.  
4.14.2 Hot flushes and sweating 
Hot flushes and sweating caused discomfort for the women interviewed. Clothes needed to 
be changed regularly if they became wet due to flushes and sweats. Women needed to carry 
extra clothes to work to change into from stained, damp clothes due to sweats and flushes: 
 “You might arrive at work and be really quite damp and I’d bring a spare t-
shirt or something because I was getting very hot, but not so much now.”  
(Catherine, perimenopausal) 
One woman explained that while she did not physically sweat, hot flushes gave her the feeling 
that she was. Changing clothes at work was important for her to feel comfortable, and 
required preparation: 
 “I’ve always got a spare t-shirt in my locker, but it makes you feel like you’re 
perspiring but you’re not.” (Tina, perimenopausal)  
Regularly changing clothing which becomes damp very quickly due to sweating, dictated the 
type of clothing being worn. This is indicative of the need to acknowledge what is being 
laundered by women. Lighter clothing which did not stick as easily to the body was preferred: 
 198 
 
 “The more nylon you put on, the more sweaty you are so you change your 
clothes. With myself I like more cotton, like if it’s not winter, then these 
summer / autumn things, you need lighter dresses, cotton like with me to 
make you more able to breathe, your body to breathe.” (Linda, 
perimenopausal) 
During the night, regular changing of clothes continued. Night sweats were intense to the 
point where women could sweat through “two or three night dresses” (Victoria), increasing 
the size of the laundry pile. Laundry resulting from night sweats was not confined to clothing. 
Whilst women changed their nightwear at times in the night, bedding also became damp from 
the sweats, requiring regular change. Bedsheets and covers featured regularly in the laundry 
pile: 
 “I guess with the night sweat thing, that definitely had an impact on the 
laundry, because I remember going to buy more duvet covers because I 
needed to change it every night during that time, because I just couldn’t bear 
the thought of sleeping in a dried sweaty duvet cover, urgh, horrid.” (Jenny, 
menopausal status unclear)  
 “Sometimes she had to get up at night to change her bed sheet because she 
was sweating profusely and then headaches as well […]She had so many bed 
sheets that she could even change twice when she was sweating at night, but 
that was during that time when she could get up at night twice to change her 
bed, because she fall asleep, wake up sweating profusely and all that, and she 
would also take something for the abdominal pain.” (Pat, menopausal, 
discussing her mother’s experiences) 
Changing clothes and bedding regularly had an impact on sleep loss. As laundry levels rose 
with the changing of sheets and clothes, laundry had a disruptive aspect as women woke up 
to take away soiled, damp clothes to be washed in the middle of the night. Narratives of 
perimenopausal women’s hygiene practices raise laundry as an important topic to consider, 
which to date is relatively neglected in WASH. 
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4.14.3 Key points: Laundry  
• Assessing the hygiene needs of perimenopausal women raises laundry as a topic 
which warrants greater attention in WASH 
• Clothes, bedsheets and underwear require regular changing due to stains from 
sweating and heavy menstruation, increasing laundry during the perimenopause 
4.15 Access to WASH infrastructure 
Access to WASH infrastructure when needed was critical to meeting PM women’s MHM, 
incontinence, bathing and laundry needs, as per the practices described in sections 4.10 to 
4.13. 
4.15.1 Access to infrastructure for MHM  
Access to infrastructure was an issue for women who had irregular timing and/or erratic and 
heavy menstrual flow, to ensure effective MHM. Effective MHM was best in the privacy of the 
home, where women knew that they could access the bathroom and any sanitary wear 
required. Women could physically access toilets to change in at work as and when required, 
as one woman summarised, “I’ve got the right any time I want to go to the toilet” (Diane) but 
the infrastructure was not always adequate. One woman, who worked in a male dominated 
laboratory environment, discussed challenges due to an absence of sanitary product dispenser 
machines in the toilets nearest to her office: 
 “There were issues, like in this building we’ve got a ladies toilet but there’s no 
sanitation, no machines in the ladies’ toilet. […] I had to go to the main 
building.” (Minaxi, perimenopausal) 
The work environment is a public space. Women feel more conscious of leaking and effective 
management in front of their colleagues. Gender dynamics was a factor to consider in the 
context of infrastructure when working in a male-dominated environment in particular: 
“I mean you can understand working in this place and the only female as well, 
I didn’t feel comfortable. As it happened I had flu at the same time, so I just 
stayed at home.” (Minaxi, perimenopausal) 
Working internationally in patriarchal societies posed potential issues for infrastructure access 
for an engineer: 
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“I had one place where I went, which was in Afghanistan, where I didn’t have 
my period at that time, but it was all male… I had to stay in this guesthouse 
for a week, and work and be in this guesthouse, and everybody else was a man 
and there was only one toilet and there was no disposal place. I just thought 
that it would be so difficult if you had a period, how you would deal with it in 
that context, and that’s as an international woman.” (Sally, perimenopausal) 
A woman who experienced heavy periods whilst living in Zimbabwe provided insights into 
implications of lack of infrastructure when using a combination of low-cost cotton wool and 
cloth for MHM: 
“So that if I was close to where there was a toilet, it was time for me to go to 
the loo and change because it would just come out.[…] In Africa, in my 
experience, if say I didn’t have anywhere to change my pad and not enough 
before it could seep through into my pants, it would end up going through to 
my pants. But if I could get a place where I could change my pad, then I would 
be safe.” (Felicity, menopausal) 
Reflecting on menstruating when she was younger, she said: 
 “How do I dispose of it without people knowing that I’ve got this cotton wool? 
Because mind you, I’m a village girl, we didn’t have so much of sanitary 
disposal places, except pit latrines or something like that. So disposal was 
quite an issue.” (Felicity, menopausal) 
This gives an indication of the state of facilities which may be used in low-income communities 
in Ghana. An absence of solid waste disposal facilities raises potential challenges for women 
who need to dispose of heavily soiled materials, which due to local cultural taboos they wish 
to conceal from others.  
4.15.2 Access to infrastructure for incontinence 
Managing incontinence needs toilets: 
“What I mean is because I drink a lot of water, that’s what I’ve apportioned it 
to. When I need to go to the loo, I need to rush and go there. If I don’t, it 
becomes very uncomfortable for my bladder to contain it here. So, in other 
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words, my bladder becomes full more constantly, such that it affects the way 
I operate in the way menstruation was affecting me but again I’m aware that 
if I don’t drink as much fluid as I need to, it will be a problem for my kidneys. 
So I need to keep drinking as much as I can.” (Felicity, menopausal) 
The ‘rush’ to the toilet when urine leaks due to incontinence, indicates the immediate need 
for access to sanitation. Being able to urinate frequently is important for PM women to 
maintain good hygiene and health, and to ensure that they are comfortable. Having a full 
bladder more frequently requires access to a toilet on a 24-hour basis in order to urinate.  
4.15.3 Access to bathing infrastructure 
Access to bathing infrastructure is important. Being out in public and needing to wash after a 
heavy bleed was very difficult. At times, changing sanitary wear would not suffice, and women 
would need to wash themselves. Public infrastructure designated for women was inadequate 
to do so, leading to use at times of other facilities available: 
 “If you went to a public toilet, the only place you can wash is actually in full 
view of everybody, unless you managed to find a disabled toilet or something 
like that, a baby one. The only facility in a public toilet is the toilet cubicle; the 
wash basin is outside where there are 20 other women there. You couldn’t 
literally wash yourself, you’d have to manage to clean yourself up and tidy 
yourself up within the toilet.” (Valerie, menopausal)  
Needing to wash regularly due to hot flushes was a challenge at work. Working in a maternity 
unit made one former midwife (Victoria) feel embarrassed when sweating. Not having access 
to a place to bathe, despite her desire to do so, resorted to her using perfume to conceal smell. 
Bathing was important for women to feel less conscious about sweating and resultant body 
odour. Further, the demands of being a midwife did not allow for bathing when needed.  
 “There’s no time to go showering really, because maternity sometimes we 
have what you call emergency, somebody trying to have a baby and they can’t 
have it normally, so you have to rush them.” (Victoria, menopausal) 
Toilets at work are public compared to the privacy of the home bathroom, restricting the 
extent to which women could cleanse using public sinks seen by all: 
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 “ Obviously at work, it was a bit difficult to go… because I wear make-up and 
you couldn’t go and wash your make-up off and that used to run off sort of 
thing, but yes, you did have to keep this area, your upper, because it only 
affects your very upper body, from your head down to probably just about 
there; I never experienced hot sweats all over particularly.” (Valerie, 
menopausal)  
These experiences raise further issues over timing. Regularly working in an environment with 
few spaces to wash in privacy shows how facilities are not always equipped for dealing with 
irregularly occurring perimenopausal symptoms. Access to bathing facilities at work proved 
challenging for PM women. Easy access to facilities determined bathing frequency. Women 
needed to be at home to bathe properly: 
“it all depends because it depends where you are at the time you see. I mean 
okay if you’re at work in terms of like showing or doing anything like that you 
might just be able to go to the ladies and just tidy up yourself. But it’s not like 
you can have a shower there and then until you actually come home and have 
a proper wash and so on. If you are perhaps at home, you would be prone to 
go and have a wash you understand, but if you’re out you can’t do that.” (Liz, 
menopausal)  
 “Some days I notice that I sweat quite a lot, and as soon as I get home from 
work, I just want to jump in the bath because I feel really sticky and horrible. 
Yes, I do feel that some days I do sweat more than others.” (Natalie, 
perimenopausal) 
 “When I’m like that I prefer to be at home, if that makes sense, I’d rather have 
my own bed and I can bathe and shower when I want. Sometimes you just get 
that hot. I leave work and sometimes I just go home and chill out but when it’s 
that time of the month, I just go straight home, get in the bath and because 
I’ve been sweating all day and whatever, you just feel not dirty but you want 
to… and it’s more to relax you as well. So when I’m like that if I’m to go 
anywhere, if I can help it I’ll stay at home because at least then I’ve got all my 
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home comforts and I can sleep in my own bed and bathe when I want.”  (Tina, 
perimenopausal)  
PM women’s ability to bathe was dictated by where they were at the time and the 
infrastructure available to them. 
4.15.4 Key points: Access to WASH infrastructure 
• Access to toilets and bathroom facilities when needed is a critical aspect for MHM, 
management of incontinence and bathing on a 24-hour basis 
4.16 Drinking: “I used to drink a lot more water” (Tina) 
Drinking is important for perimenopausal women to relieve their symptoms. Drinking water 
regularly was an effective way for women to cool themselves down and to control or relieve 
the effects of hot flushes and sweats. 
 “Yes, this one sometimes if I want to keep it under control this heat I have to 
drink plenty of water.” (Victoria, menopausal) 
 “…I was sweating. That’s why I used to drink a lot of water. I’m thinking it will 
give me a relief.” (Barbara, menopausal) 
 “Yes, I’ll just have a drink of water and chill out, and like if it’s been here and 
I get really hot, I’ll probably just open the back door and go in the car park just 
to kind of cool down.” (Tina, perimenopausal) 
Preference was noted for having cooler drinks of water when experiencing sweats and hot 
flushes. Frequently drinking cool water provided relief of symptoms where perimenopausal 
women felt warm, whereas hot drinks such as tea or coffee would exacerbate symptoms: 
 “I have a cold drink if I’m feeling really hot and that helps, having a cold drink 
helps very much. Hot drinks don’t help at all.” (Jess, perimenopausal) 
Drinking needs of perimenopausal women are therefore specific. The temperature of water 
being consumed is a matter of consideration in order to maintain good perimenopausal 
health. In low-income countries where access to power and energy as well as water supply is 
inadequate, considerations also need to be made as to how water can be heated for 
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consumption. Women drank more water not only to cool themselves down, but also to retain 
moisture in skin: 
 “When I go to get my eyebrows done, the beautician used to say, ‘your skin is 
really dry’, so I used to drink a lot more water. I don’t know. Since I’ve been 
drinking a bit more water, I can’t say that I come out with or as feel as hot and 
my skin’s not dry like it used to be.” (Tina, perimenopausal).   
Drinking was viewed as beneficial to general health. Women actively drank more water than 
they previously would have done before the perimenopause.  
4.16.1 Key points: Drinking 
• Drinking cool water is important for dealing with hot flushes, sweats, dry skin, and 
maintaining good health 
4.17 Chapter summary 
This chapter has presented the findings of the phenomenological review conducted in the UK. 
Drawing upon the narratives of 23 women interviewed in the UK, it has begun to fill the gap 
in the literature where the WASH needs of perimenopausal women are absent, and begins to 
open the doors to these needs. Having examined the symptoms of the perimenopause in 
greater depth, it has identified that MHM is of concern to older women towards the end of 
reproduction, as well as adolescent girls at menarche due to fluctuating menstrual patterns. 
The review expands existing work on urinary incontinence management, raising its relevance 
during the perimenopause, and highlights how drinking more water can be useful to relieving 
certain perimenopausal symptoms. Notably, the narratives raise bathing and laundry as 
important hygiene practices which are relatively under-discussed in the WASH sector, but 
warrant further investigation. Voices of the women interviewed provided experiences of 
WASH practices as coping strategies for the perimenopause.  Collectively, the topics raised 
provided scope for a coherent framework for research, and enabled the formulation of 
research objectives and research questions for the main study.  
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 CHAPTER FIVE: DATA ANALYSIS AND DISCUSSION (2) – DOOR TO 
THE WASH NEEDS OF PERIMENOPAUSAL WOMEN IN GHANA 
5.1 Chapter outline 
This chapter analyses and discusses the results of the first part of data collection phase two, 
which was conducted with women in La and Kotei in Ghana, opening the door to their WASH 
needs, and meeting the research objectives and questions (Table 5.1 to Table 5.7). 
The specific topics to be analysed in this chapter stemmed from initial results from the 
phenomenological review in chapter 4, which shaped the research agenda for data collection 
in Ghana, and were reflected in the design of data collection tools. The topics common to 
chapter 4 and chapter 5 predominantly focus on PM women’s hygiene needs. With a focus on 
low-income communities in Ghana where WASH services are lacking, this chapter additionally 
considers wider factors which relate to the local context of PM women’s ability to meet their 
WASH needs, which were not in play for the women in the phenomenological review. The 
door to WASH needs of PM in Ghana was firmly shut, locked by local cultural beliefs which 
required participatory techniques for it to be opened. These results are the product of the 
combination of different tools: a survey, oral history interviews, PhotoVoice, participatory 
mapping, all of which were conducted with PM and menopausal women in both communities, 
and were participative in nature to find the hidden WASH needs of PM women. These data 
were complemented with ethnographic observation in the field by the researcher. 
The data were analysed thematically in three sweeps. In the first sweep, the raw data 
(interview transcripts, PhotoVoice and mapping images) was coded in NVivo based upon the 
novel knowledge gathered. The nodes in NVivo (codes) reflected the topic being discussed in 
these data sources with parent nodes for larger themes e.g. sweating, MHM, bathing, health, 
and child nodes for sub-topics which emerged from them e.g. MHM techniques, with a further 
child node for specific data e.g. pad.  In the second sweep, the list of raw data nodes were 
‘pruned’ and reorganised into three broader themes: symptoms of the perimenopause, WASH 
needs during the perimenopause, and factors which affect the WASH needs of PM women. 
The third sweep of the data used manual coding of ethnographic images, notes and survey 
data, which were added into the themes. This chapter reflects these categories. 
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The results of the survey, oral history interviews, PhotoVoice, participatory mapping and 
ethnographic observations are presented through narrative in the subsequent sections of this 
chapter, reflecting the thematic analysis of data gathered through a combination of these 
tools. The first part of this chapter explores the PM symptoms and related health issues that 
were raised by the women. The second part of the chapter sets the scene for exploring the 
hygiene needs of PM women by presenting the wider contextual social and technological 
factors influencing PM women’s ability to meet their WASH needs. The third part of the 
chapter analyses the hygiene needs of PM women, drilling deeper into detailed factors which 
influence their ability to meet their WASH needs. The data analysis is therefore focussed 
towards meeting all three research objectives. Table 5.1 to Table 5.7 illustrate the analysis 
trails for the data presented in this chapter: 
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Research objective 1: To determine the hygiene needs of perimenopausal women in low-
income countries 
Research question Methodology 
RQ 1.1 How are hygiene practices affected 
during the perimenopause?  
 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
 
RQ 1.2 What techniques are used by 
perimenopausal women for menstrual 
hygiene management and to what extent 
are they effective? 
Oral history interview transcripts 
Participatory maps 
 
RQ 1.3 What practices are undertaken for 
urinary incontinence management and to 
what extent are they effective? 
 
Oral history interview transcripts 
 
RQ 1.4 What hygiene practices do 
perimenopausal women undertake for the 
management of hot flushes, sweating and 
other perimenopausal symptoms?  
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
 
RQ 1.5 What hygiene facilities (e.g. soap, 
sanitary and incontinence pads) are 
available for perimenopausal women to 
meet their hygiene needs? 
 
Oral history interview transcripts 
Survey data 
Participatory maps 
PhotoVoice photographs 
Ethnographic observations: photographs 
and field notes 
Table 5.1: Methodologies for research objective 1 
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Research objective 2: To determine the water and sanitation needs of perimenopausal 
women in low-income countries 
Research question Methodology 
RQ 2.1 What are the uses of water specific 
to perimenopausal women in low-income 
countries?  
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
RQ 2.2a What is the current state of 
provision of improved water supply for 
perimenopausal women?  
RQ 2.2b What are the issues faced by 
perimenopausal women in accessing water 
to manage their symptoms?  
Survey data 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
RQ 2.3 How are laundry needs affected 
during the perimenopause? 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
RQ 2.4 How are the drinking needs of 
women affected during the 
perimenopause? 
Oral history interview transcripts 
Participatory maps 
RQ 2.5 How are the bathing needs of 
women affected during the 
perimenopause? 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
RQ 2.6 What is the current state of provision 
of improved sanitation for perimenopausal 
women? 
Survey data 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
RQ 2.7 How are the latrine needs for excreta 
disposal affected during the 
perimenopause? 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
RQ 2.8a What is the current state of 
drainage provision to deal with wastewater 
for perimenopausal women? 
RQ 2.8b What are the drainage needs for 
wastewater arising from dealing with 
symptoms of the perimenopause? 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
RQ 2.9a What is the current state of 
provision of solid waste management 
infrastructure for perimenopausal women? 
RQ 2.9b How are the solid waste 
management needs of women affected 
during the perimenopause? 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
Table 5.2: Methodologies for research objective 2 
 210 
 
Research objective 3: To assess how human, social, natural, physical and financial factors 
influence the water, sanitation and hygiene experiences of perimenopausal women in 
low-income countries 
Research questions: Human factors Methodology 
RQ 3.1 To what extent does the level of 
education of perimenopausal women affect 
their access to water and sanitation 
services?  
Survey data 
Ethnographic observations: photographs 
and field notes 
RQ 3.2 How does the availability of 
technology affect perimenopausal women’s 
WASH experiences? 
Oral history interview transcripts 
RQ 3.3 How well do perimenopausal women 
understand their rights to water and 
sanitation? 
Oral history interview transcripts 
RQ 3.4 To what extent does the individual 
health status of perimenopausal women 
affect their WASH experiences? 
Survey data 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Table 5.3 : Methodologies for research objective 3 - Human factors 
 
Research questions: Social factors Methodology 
RQ 3.5 How are the WASH experiences of 
perimenopausal women affected by 
membership of and relations to other 
members of social networks and groups?  
Oral history interview transcripts 
RQ 3.6 How are the WASH experiences of 
perimenopausal women affected by 
relations between their own social 
networks and groups and other social 
networks and groups? 
Oral history interview transcripts 
RQ 3.7 How does water and sanitation 
policy at a national and municipal level 
affect perimenopausal women’s access to 
water and sanitation? 
Survey data 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
Table 5.4: Methodologies for research objective 3 - Social factors 
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Research questions: Natural factors Methodology 
RQ 3.8 To what extent do natural trends of 
seasonal weather and climate patterns 
influence the degree of severity of 
symptoms experienced by perimenopausal 
women throughout the year? 
Oral history interview transcripts 
Participatory maps 
PhotoVoice photographs 
RQ 3.9 How do these natural trends impact 
upon perimenopausal women’s WASH 
needs? 
Oral history interview transcripts 
Participatory maps 
RQ 3.10 How does the changing physical 
geography of the local area affect 
perimenopausal women’s WASH 
experiences?  
Oral history interview transcripts 
Table 5.5: Methodologies for research objective 3 - Natural factors 
 
Research questions: Physical factors Methodology 
RQ 3.11 How does access to infrastructure 
including secure shelter and buildings, clean 
affordable energy, and health services 
alongside water supply and sanitation 
services affect WASH experiences of 
perimenopausal women? 
Survey data 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
RQ 3.12 To what extent are these services 
supported to provide effective water supply 
and sanitation? 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
RQ 3.13 Is the provision of infrastructure 
appropriate and sustainable to meet the 
WASH needs of perimenopausal women? 
Oral history interview transcripts 
PhotoVoice photographs 
Participatory maps 
Ethnographic observations: photographs 
and field notes 
Table 5.6: Methodologies for research objective 3 - Physical factors 
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Research questions: Financial factors Methodology 
RQ 3.14 How does the availability of existing 
financial resources to achieve livelihood 
objectives affect perimenopausal women’s 
WASH experiences? 
Survey data 
Oral history interview transcripts 
Table 5.7: Methodologies for research objective 3 - Financial factors 
The survey data is referred to within the text, and partly represented through a chart in 
Section 5.12 on characteristics of toilets. The quotes of the women from the oral history 
interviews form the most significant part of the data analysis, presented through this chapter. 
Photographs from the PhotoVoice (credited with participants’ names) and ethnography 
(credited to Kate Simpson) provide visual data which is analysed throughout the chapter. 
Through the participatory mapping process, four maps were produced (Figure 5.1 to Figure 
5.4),  by two groups of women in Kotei and two groups of women in La: 
 
Figure 5.1: Participatory map 1 – Kotei (Photo: Amita Bhakta) 
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Figure 5.2: Participatory map 2 – Kotei (Photo: Amita Bhakta) 
 
Figure 5.3: Participatory map 1 – La (Photo: Amita Bhakta) 
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Figure 5.4: Participatory map 2 – La (Photo: Amita Bhakta) 
The data from the participatory maps are analysed and presented in greater detail in this 
chapter through photographs of specific post-it notes, which contain comments from PM 
women about their WASH needs, or referred to in the text as being mentioned in the mapping. 
Section 5.2 provides a breakdown of the sample, giving an overview of the life stories of the 
narrators for the oral history interviews. This is followed by a corporeal feminist analysis of 
the PM symptoms relating to menstruation, hot flushes and sweats, and urinary symptoms 
experienced by the women in Ghana (Section 5.3). Section 5.4 analyses the wider PM, health 
and ageing issues which impact the WASH needs of PM women. Sections 5.5 to 5.8 examine 
the broader social factors which influence PM women’s ability to meet their WASH needs and 
the hiddenness of these needs behind closed doors, to thereafter locate the findings of these 
WASH needs within a wider contextual framework. Sections 5.5 to 5.8 analyse the way in 
which women’s understandings of perimenopause and WASH are shaped by education, 
talking to others, ICTs, technology and media, and Section 5.9 analyses their expectations for 
water and sanitation. Section 5.10 highlights the importance of hygiene during the 
 215 
 
perimenopause, before Section 5.11 provides an overview of the hygiene practices raised by 
women in Ghana. Sections 5.12 to 5.18 discuss in greater depth the hygiene needs of 
perimenopausal women, and how they are shaped by water and sanitation provision: MHM, 
toilet use, urinary incontinence management, bathing and bodily cleanliness, laundry, drinking 
and solid waste management. In line with the feminist approach taken in this study, which 
seeks to challenge traditional quantitative scientific methods which have otherwise obscured 
women’s realities, this chapter does not provide quantitative detail about the frequency of 
data occurrences in great depth. Rather, the focus of this chapter is upon using women’s 
narratives to highlight the hidden realities of their WASH needs. 
5.2 The women  
Thirty-one women who were of different backgrounds and were at different stages of the 
perimenopause and menopause provided narratives about their WASH experiences, through 
oral history interviews, mapping and PhotoVoice.  Table 5.8 and Table 5.9 provide a 
breakdown of the sample participation in Kotei and La: 
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Participant3 Survey Interview Mapping 1 Mapping 2 PhotoVoice  
Afia ✓  ✓  ✓    
Esi ✓  ✓      
Efua ✓  ✓  ✓    
Mansa ✓  ✓  ✓    
Abena ✓  ✓    ✓  
Oheama ✓  ✓   ✓   
Abla  ✓  ✓     
Yaaba4 ✓  ✓     
Elizabeth   ✓   ✓  
Mary     ✓  
Afua   ✓    
Araba   ✓    
Adjoa    ✓   
Esther    ✓   
Phyllis    ✓   
Gloria    ✓   
Catherine    ✓   
Table 5.8: Sample participation in research activities in Kotei 
 
 
 
 
 
 
 
 
 
                                                     
3 All participants have been anonymised to protect their identity 
4 Informal discussion – interview not recorded or transcribed 
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Participant Survey Interview Mapping 1 Mapping 2 PhotoVoice  
Frances ✓  ✓   ✓   
Berta ✓  ✓   ✓   
Eunice ✓  ✓  ✓    
Theodora ✓  ✓  ✓    
Audrey ✓  ✓   ✓   
Felicia ✓  ✓     
Kisi ✓  ✓     
Rebecca     ✓  
Judith     ✓  
Henrietta   ✓    
Helen   ✓    
Catherine   ✓    
Shirley    ✓   
Mavis    ✓   
Table 5.9: Sample participation in research activities in La 
The narratives of the women interviewed formed the majority of the data analysed, as per the 
phenomenological review, however, these narratives were obtained through a wider number 
of tools namely a survey, participatory mapping and PhotoVoice, in addition to the oral history 
interviews.  More information was gained about the participants that participated in oral 
history interviews than those who only participated in the mapping and PhotoVoice. This is 
because the researcher had greater opportunity to talk to the narrators through informal 
conversation and could give the individuals her full attention to listen to their stories 
individually, compared to a group setting. In line with the feminist approach, which challenges 
traditional scientific methods which obscures women’s realities, this chapter does not 
quantify the results so as to give greater emphasis to women’s voices as standalone narratives, 
sourced from a combination of the tools used. Table 5.10 provides the life stories and profiles 
of the narrators: 
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Name Age Location Other notes   
Abena 44 Kotei Perimenopausal, married and from the Brekum area of 
Kotei, Form 6 primary education 
Abla 50 Kotei Perimenopausal, with a large family, Junior high school 
education 
Afia 56 Kotei  Menopausal, married, pastry seller with four children, 
Junior high school education 
Audrey 70 La Menopausal, looking for non-strenuous work, Form 2 
primary education 
Berta 60 La Menopausal, sells at the Makola shopping mall in 
Accra, Form 4 primary education 
Efua 65 Kotei Menopausal ex-farmer from Dunkwa who lived in Kotei 
for 12 years, no education 
Esi Unknown Kotei Menopausal, looking for work 
Eunice 59 La Menopausal, working, Form 2 primary education 
Felicia 69 La Menopausal, mother, Form 4 primary education  
Frances 60 La Menopausal, home educated, literate 
Kisi 60 La Menopausal, Form 4 primary education 
Mansa 57 Kotei Menopausal, grandmother who cares for her 
grandchildren, Form 6 primary education 
Oheama 46 Kotei  Perimenopausal, twin, lives with family who sell 
bananas, Form 1 Junior high school education 
Theodora 75 La Menopausal, market trader, Form 1 primary education  
Table 5.10: Profiles of the narrators 
Other PM women recruited by the research team who were not interviewed participated in 
the mapping exercises, but little is known about them, due to lack of opportunity to talk with 
and get to know them as a result of time constraints for the mapping.  The stories of the above 
women are the main focus of this chapter, supplemented with comments from additional 
participants from the mapping exercises. Little is also known about a third woman (Mary) who 
participated in a PhotoVoice in La. Accessing participants through gatekeepers who sought to 
manage entry into the community combined with domestic demands of the women restricted 
the time ideally desired to speak to the women about themselves at times, though this was 
desired by the researcher.  
5.3 Symptoms of the perimenopause 
5.3.1 Leaky perimenopausal bodies 
WASH practices during the perimenopause predominantly focussed upon management of 
unpredictable leaking of menstrual blood, urine and sweat. Menstruation changed in volume 
of flow and regularity for perimenopausal women. Hot flushes, often leading to sweating in 
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this study, were less discussed. Sweating during the perimenopause, including day as well as 
night sweats and its associated hygiene practices were the most discussed ‘leaky’ symptom. 
Women also encountered urinary incontinence as they made the perimenopausal transition.  
5.3.2 Menstruation 
Changes in menstrual patterns were a distinct marker of the perimenopause, reflecting the 
fluctuations in hormones during this time. Menopause, menstruation and other women’s 
issues are generally not discussed in public and are shrouded in silence in a patriarchal 
Ghanaian society (Bhakta et al, 2016). Whilst some women were aware of potential ways in 
which menstruation can change, others were less informed, leading to confusion for women 
where the perimenopause was concerned. 
5.3.2.1 Heavy periods 
The onset of heavy menstrual periods marked a change in the stage of reproduction and the 
imminence of menopause for women.  
“Oh it changed. In the beginning it was a normal flow but when I was about stopping 
was when it changed… […] It started flowing very heavily, and that was not how it was 
when it started, when it gets full […] we were using diapers at the time and I change, 
then it [was] full again until the fifth day when it will reduce.” (Audrey, menopausal, 
La) 
Heavy menstrual flow during perimenopause was also problematic due to clotting: 
 “Yes it changed a lot, using the pad wasn’t even enough I had to support with pieces 
of cloth, and it flows in big clots.” (Abla, perimenopausal, Kotei) 
“When I was about to stop menstruating, I bled very heavily, and it came in clots.”  
(Berta, menopausal, La) 
Menstruation led to the use of health services. For one woman, a single, brief occurrence of 
extremely heavy menstrual flow over a few days necessitated medical intervention at a 
hospital, due to subsequent health issues which were difficult to self-manage at home: 
“I flowed the first day and it ceased then the next week I flowed very heavily so I was 
admitted two weeks at the hospital but since then it flowed lighter till it finally 
stopped…” 
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“… I was unconscious when they took me there; I woke up only to find myself on a 
hospital bed. I remember I used pads.” (Berta, menopausal, La) 
In this case, the visit to the hospital preceded the final menstrual period, when there was “one 
more flow for just a day then it was over” (Berta). Intervention from doctors was critical for 
one woman who experienced fibroids, which led to heavy bleeding: 
“My flow was irregular from the beginning, then at a point I started to flow very heavily 
so I was sent to the hospital and that was when I got to know I had fibroid. So I was 
operated on and everything eventually stopped.” (Abla, perimenopausal, Kotei) 
Experiences of heavy menstrual periods during perimenopause also arose in the group 
mapping sessions. Women became increasingly attentive to experiences of heavy 
menstruation as signs of the end of reproduction, which, as later discussed, had various 
implications for hygiene practices. 
5.3.2.2 Lighter periods 
Menstruation became lighter for some women during perimenopause.: 
“My normal menstrual duration was one week, and I had a very light flow meanwhile I 
know others experience heavy flow. I did not really understand that it could be lighter, 
so I thought there was a problem with mine and that made me visit the hospital. I was 
informed there was nothing wrong…” (Frances, menopausal, La) 
5.3.2.3 Irregular periods: timing between bleeding 
Women in the earlier stages of perimenopause experienced irregular menstrual cycles, and 
therefore irregular menstrual periods. Irregular periods were unpredictable in duration and 
timing: 
“It didn’t make me fall sick, it did nothing to me, but once [in] a while it comes when 
am not expecting but it stops after few days, like three days.” (Theodora, menopausal, 
La) 
Periods during the perimenopause could come at times when women would not expect them 
to. Irregularity in the occurrence of periods led women to ensure that they were better 
prepared in the context of MHM: 
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“Yes, in the third month, I expect to menstruate so if I have to travel, then I make sure 
I have my menstrual materials ready. Usually I don’t often go too far from home.” 
(Abla¸ perimenopausal, Kotei) 
This reflects that irregularities in the menstrual cycle impacted women’s daily lives. Travel and 
day to day activities were determined by ensuring sufficient, immediate access to toilets and 
menstrual materials due to the unpredictable patterns of menstruation.  
5.3.2.4 Change in duration of periods: timing of bleeding 
Women reported back both longer and shorter duration of menstrual bleeding. Irregularities 
in the menstrual cycle coincided with changes in duration of periods. When discussing the 
symptoms during the pre-interview questionnaire, Abla (Kotei) reported that at times she 
would miss two months of periods consecutively, and this affected the duration of her periods. 
Abla explained that she would menstruate in the third month, with a heavier flow over more 
days than was expected. 
Menses also shortened in length for other women during perimenopause: 
“It reduced to five days then it [was] three then it finally stopped.” (Frances, 
menopausal, La) 
Narratives of other women refer to a change in the duration of periods at perimenopause. 
The details of whether this was a lengthening or a shortening at perimenopause are however 
ambiguous and inconclusive: 
 Interviewer: “We will now consider the issue of longer periods, were you still 
experiencing longer periods during menopause?” 
Efua: “No, it reduced to six or five days.” 
5.3.3 Hot flushes and sweats 
5.3.3.1 Hot flushes 
Hot flushes were often discussed in the context of sweating. Hot flushes brought on a 
sensation of heat: 
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“Once in a while, at ones [once] I feel this sudden heat continuously that hurts. When 
it happens [that] way, [I] lay down on the bare floor at the veranda and turn on the fan 
before I feel a bit [of] relief.” (Afia, menopausal, Kotei) 
The term ‘hot flush’ was difficult to translate accurately in Ga and Twi. Women found various 
techniques to soothe what they described as ‘burning sensations’ experienced through hot 
flushes: 
 “I feel hot with burning sensations all over my body so I usually turn the fan on to cool 
myself but within a short time I feel cold and have to reduce the speed of the fan.” 
(Abena, perimenopausal, Kotei) 
Hot flushes had a physical impact on the health of the women in other ways too. One woman 
in a mapping session in Kotei noted that hot flushes made her feel weak.   
5.3.3.2 Day and night sweats 
In relation to different WASH practices, sweating was the most discussed perimenopausal 
symptom. Women experienced both night and day sweats, during and after the 
perimenopause. The frequency of sweats changed over the course of the menopausal 
transition: 
“Everyday I used to sweat even now it is not really gone, once in a while I feel hot so I 
go and sit inside and fan myself […] It is not like before, but once a while it comes back.” 
(Afia, menopausal, Kotei)  
Perimenopausal women’s experiences of sweating varied over the course of the seasons:  
“Usually when the weather is cold, I don’t experience day and night sweats, so I clean 
myself less.” (Mansa, menopausal, Kotei) 
Ethnographic observations supported the oral history narratives surrounding sweating. Unlike 
the majority of perimenopausal symptoms, which are predominantly invisible, sweating was 
visually observed as prevalent among the sample during the data collection process, as 
women were sitting being interviewed and during the mapping sessions.  
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5.3.4 Urinary symptoms 
5.3.4.1 Stress urinary incontinence 
Stress urinary incontinence became a matter of concern for both perimenopausal and 
menopausal women. However as discussed in Chapter 2, Section 2.7, it is unclear whether this 
is due to declining oestrogen during the perimenopause (Chen et al, 2003; Lin et al, 2005) or 
due to natural factors of ageing (Robinson et al, 2013). This is an important consideration to 
make in the context of the women who participated in this study, as many were older and 
menopausal rather than perimenopausal, and provides insights into general issues of ageing. 
Leaking of urine impacted upon women’s health due to physical pain, and patterns of regular 
urinary discharge: 
 “Once in a while, I feel pains at my lower abdomen which means I want to urinate so I 
go and do that, but it comes in bits.” (Abena, perimenopausal, Kotei) 
“It comes once in a while and when I visit the urinal, I don’t urinate much, anytime I 
feel like urinating, it comes in bits it again and again. This happens from morning to 
afternoon, it is not like that in the evenings.” (Oheama, perimenopausal, Kotei) 
Urine ‘came in bits’ and brought with it other bodily sensations for one woman. Kisi (aged 60, 
La) stated that ‘when I urinate it smells a lot’. In this case, there was a mention of sensation of 
burning whilst urinating at the toilet in the early stages of onset of incontinence during 
menopause. These narratives indicate potential links to urine infections due to issues around 
burning, smell and a sense of urgency, but these women did not explicitly identify their 
symptoms with infections. 
5.3.4.2 Urine infections 
Urinary issues extended to urine infections, identified explicitly by some women. In one case, 
urine infections during the perimenopause led to incontinence:  
“It was when I started having this problem, the urine incontinence came about as a 
result of the infection… […] sometimes when I finish urinating, I feel my panty is wet.” 
(Kisi, menopausal, La) 
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When infections arose, women would seek a consultation with a doctor, having judged that 
they were facing problems. However, urine infections invoked a sense of confusion, with lack 
of clarity as to what was occurring: 
“The appearance of my urine was not good so they asked me to go for urine test and 
later gave me some medications, but they didn’t explain to me what was wrong.” (Afia, 
menopausal, Kotei) 
Discussions during a mapping session in Kotei identified that women faced issues with urine 
being ‘hot’, but there was lack of clarity concerning the relation of this directly to the 
perimenopause. Group discussions upon urinary infections overall were inconclusive.  
5.3.5 Key points: perimenopausal leaks and flows 
• Erratic leaking of menstrual blood, sweat and urine influence women’s health in the 
perimenopause and menopause 
• Menstruation and urine-related perimenopausal symptoms require medical 
intervention in some circumstances 
• Women’s experiences of flows of menstrual blood, sweat and urine during 
perimenopause are ambiguous and merit further exploration 
• Urinary incontinence experiences during the perimenopause provide insights into 
experiences of ageing in the global South, which can inform WASH provision for 
ageing related issues such as incontinence 
5.4 Health issues associated with the perimenopause  
WASH experiences of PM women were influenced by other symptoms of the perimenopause, 
health issues and general symptoms of ageing. These symptoms also related to issues with 
dryness and burning, and general health issues not specific to the perimenopause. 
5.4.1 Ageing related symptoms 
5.4.1.1 Waist and joint pain and stiffness 
Joint and waist pains were a common complaint across the sample, reflecting that it is an issue 
which affects women through the perimenopause and beyond, and were recognised as 
general symptoms of ageing. Therefore these results are not exclusive to PM women, but also 
contribute to wider discussions around ageing and WASH; and provide resonance for 
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infrastructure provision for older people. All of the women who were interviewed reported 
experiences of joint pain during the survey, whether they were perimenopausal or 
menopausal. Joint pain was understood by the women in this study as a symptom of ageing: 
“It was just recently it started, I think it started somewhere 2015/ 2016. When I went 
to the hospital, I was told is a sign of ageing.” (Felicia, menopausal, La) 
Joint pains impeded women’s day to day wellbeing, as reflected in the quote below where 
some days are better than others, to the extent that their domestic duties were hindered. 
Notably, the collection of water, which is predominantly done by women, became more 
problematic during the perimenopause and beyond: 
“Sometimes it’s better and there are times when I feel the pains. Some time back I went 
for an injection at the hospital and that broke me down for about a year […] they told 
me it wasn’t the injection. If you even ask me to bring down a bucket of water from 
someone's head, I can't.”  (Abena, perimenopausal, Kotei) 
The source of the joint pains was unclear to the women: 
“this on[e] (shows her knee), it got swollen so I visited VRA (Volta River Authority Health 
Services) and they gave me bandage to tie it, when I do that it keeps swelling and 
someone also recommended ‘Chocho’ cream so that is what I use, I didn’t fall down, 
there hasn’t been a fracture. This is how it has been.” (Audrey, menopausal, La) 
Temporality was a factor in the experiences of joint pain. For some, joint pains were more 
intense when waking in the morning: 
 
“Yes, as I was explaining earlier; I feel pains in my joints when I wake up from bed in 
the first place but after taking a few steps around, I no longer feel them.” (Frances, 
menopausal, La) 
Other women tried not to let the intensity of joint pains bother them: 
“I always feel pains, but I don’t set my mind on them.” (Kisi, menopausal, La) 
Women also discussed their joint pains with each other in mapping sessions. In the first 
mapping session in Kotei, all five participants raised issues of joint pains, whilst three 
mentioned them in the second session. In La, stiffness in fingers as well as waist and hip pains 
 226 
 
were raised once in the second mapping session. Women in this study therefore provided 
narratives about experiences of ageing in general for women in Ghana, from the onset of the 
perimenopause.  
5.4.2 Dryness and burning sensations 
The perimenopause gave rise to symptoms of dryness and ‘burning sensations’ as described 
by the women, in different parts of the body. 
“I had burning sensations in my under my feet and in my palm and under my armpit.” 
(Kisi, menopausal, La) 
Burning sensations under the feet was the most common burning sensation experienced. 
Dryness of the skin was a general complaint and contributed to feelings of burning: 
“My skin itches and it brings about burning sensation.” (Oheama, perimenopausal, 
Kotei) 
Skin was described by some women as being ‘salty’ and rough. Changes to the texture of skin 
during perimenopause were generally accepted by women as a sign of ageing, and a part of 
‘growing’ (Theodora, La).  
Seven of the fourteen women interviewed reported changes to their hair texture in the survey. 
Some of these women described their experiences: 
“My hair was quite a lot before, but it has all come off.”  (Abla, perimenopausal, Kotei) 
 
Interviewer: “About the changes in your hair texture, how did that make you feel?” 
“I was okay, I believe it as you grow, a lot of changes takes place so is my hair.” (Mansa, 
menopausal, Kotei) 
Interviewer: “How long has it been since you noticed changes in your hair?” 
“About a month now, whenever I comb my hair, it falls out, so it has reduced the 
amount of hair. Previously it wasn’t like that.” (Oheama, perimenopausal, Kotei) 
Thinning and drying of hair during perimenopause was also reflected in fewer visits to the 
salon to have it plaited, as discussed in the interviews.  
 227 
 
Vaginal dryness was raised as a PM symptom by one woman.  Field notes from the interview 
of this woman from La indicate that whilst vaginal dryness was noticed, she was not attentive 
to it. Vaginal dryness is a symptom linked to the perimenopause, but the lack of discussion 
upon the issue in this study suggests that it is not a significant aspect of women’s experiences 
in this sample.  
5.4.3 Heart related symptoms 
Some women reported issues with their heart during the perimenopause in the survey. Heart 
palpitations, a marker of perimenopause (Nachtigall, 1998), increased in intensity as periods 
became irregular for one woman:  
 “Previously, I never experienced any of such heart problems but it started during the 
time I had delayed menstruation, but it became worse after operation, it beats very 
fast” 
Interviewer: “So would you say it is severe now as compared to before? Or it is the 
same as before?” 
 “Yes it is the same but once in a while it becomes severe, it beats very fast.” (Abla, 
perimenopausal, Kotei) 
Another woman raised issues with dizziness which arose with the onset of heart palpitations: 
“…just that I sometimes feel dizzy and my heart also beats fast.” 
Interviewer: “What do you do about the fast heart beats and dizziness?” 
“Nothing it stops on its own.” (Eunice, menopausal, La) 
Acceptance of issues with palpitations arose in another interview in La (Kisi). Whilst 
acknowledging that palpitations had become more prevalent at the cessation of menstruation, 
it was not considered an issue to be managed or addressed for this woman.  
5.4.4 Sleep loss 
Sleep loss was a problem for PM and menopausal women. Light sleeping in general 
contributed to lack of sleep: 
“I don't really sleep that much, I find it difficult to go back to sleep should anything 
distract my sleep.” (Berta, menopausal, La) 
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Sleep loss was mentioned when discussing other PM symptoms. However, a link between 
other symptoms and sleep loss was not explicit, and it cannot be deduced that the symptoms 
were a cause of sleep loss: 
“It is my body pains and the urine infection, my joint aches often and I do experience 
sleep loss too.” (Kisi, menopausal, La) 
This particular woman found sleep loss during the perimenopause problematic. Irregular 
sleeping patterns involving more sleep in the day and less at night led her to take sleeping 
tablets.  The rainy season was brought forward by one woman in a group mapping session in 
La as providing better sleeping conditions, highlighting the external impact of seasons upon 
sleep for PM women.  
5.4.5 Emotional and psychological effects of perimenopause 
Women’s experiences of the perimenopause were shaped by emotional and psychological 
responses to the change in their reproductive status, and general feelings of happiness and 
sadness.  
5.4.5.1   Attitudes to change in reproductive status 
 “… I have heard that when it gets to a period in your life you will stop, and this is how 
it will be like.” (Audrey, menopausal, La) 
The quote above reflects the general consensus about the perimenopause and the prospect 
of no longer having children due to the end of fertility and reproduction. Women accepted 
and acknowledged the perimenopause as the time approaching the cessation of menstruation 
and felt “old now” but “indifferent” (Kisi, La) and had “no issues” (Frances, La) about the 
change. There was little concern for some in this respect because, 
“…menopause is nothing to worry about.” (Berta, menopausal, La) 
Some women did, however, become wary of their physical changes during the 
perimenopause, influencing upon their sense of womanliness: 
 “I see am growing and my body texture is changing.” (Oheama, perimenopausal, 
Kotei) 
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 “I have noticed that since I'm ageing I'm no longer looking like the way I was.” 
(Theodora, menopausal, La) 
All of the women interviewed were mothers. Some were grandmothers who were actively 
involved in childcare, thereby taking on a new role in the family as an elder. Field observations 
reflected this, as interviewees were observed carrying their grandchildren on their backs and 
caring for them in the compounds of their homes. 
Beliefs shaped women’s experiences. Religion was noted as a factor in one woman’s PM 
experiences, and her acceptance of the cessation of menstruation as a part of her life stage: 
“It is God's creation, it will get to a point in time when you will stop menstruating so 
when it gets to the time that you are about to stop it flows very heavily, for instance in 
as we are in February, you can flow heavily for five days, subsequent ones will flow 
alright but not heavily, be lighter.” (Audrey, menopausal, La) 
5.4.5.2 Happiness and sadness 
Women had mixed moods and feelings during and after the perimenopause. Sadness was 
experienced at any given time for one woman (Kisi, La), but was not explainable for any 
particular reason from her perspective.  
5.4.6 Health related issues   
Women experienced a wide range of health issues in general. These issues were a mixture of 
temporary and longer-term issues. Issues relating to temporary health included dizziness, 
colds, headaches, fatigue and ‘runny tummy’ or diarrhoea, whilst longer term health problems 
included diabetes, eye problems, blood pressure, issues with darkened nails, ulcers and 
weight loss. Women raised these health issues as matters of concern to them during the 
perimenopause, but it was not clear whether they were linked to this lifestage or what the 
wider impact on WASH was. The limited data from this research linking health to WASH during 
PM mainly focussed upon drinking more water for dizziness and headaches.  
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5.4.7 Key points: experiences of wider PM, health and ageing issues influencing 
WASH use  
• Ageing-related joint pain is a prevalent issue for PM women, which affects their 
wellbeing. Their experiences provide lessons for greater attention to issues of ageing 
in WASH 
• Women experience dryness and burning sensations during the perimenopause in 
their skin, and changes to their hair texture 
• PM women in this sample are not concerned about changes to their reproductive 
status and take on new roles of caring for grandchildren. These attitudes can be 
shaped by religious beliefs 
• Women have mixed moods of happiness and sadness 
• Sleep loss is an issue for PM women, but it cannot be deduced that this is due to 
other PM symptoms. Seasons had an impact upon sleep 
• A wide range of general health issues are experienced by PM women in this study, 
but their direct link to perimenopause or their impact upon WASH is unclear 
5.5 Education 
The results of the survey reflected that the women in this study were educated up to a junior 
high school level (12-15 years of age), but no further. Three women did not attend school, but 
one was home educated and could read. The WASH facilities available to the women in this 
study were predominantly shared community facilities, and levels of education in this cohort 
had little bearing on levels of access to WASH infrastructure among the sample.  
5.6 Talking to others  
As this thesis discusses, the WASH needs of PM women are hidden knowledge. The 
hiddenness of PM women’s WASH needs relates to who they are able to discuss their 
experiences with, and what matters they are able to discuss.  
Some women were able to discuss their experiences of the perimenopause itself with other 
women. Talking to other women in the local community helped women to understand that 
they were going through perimenopause, and that their symptoms were also common to 
others: 
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“initially when I entered menopause, I didn’t […] the symptoms I was experiencing so 
we used to talk about it when we meet. Some of them confirm that they are also going 
through similar one and some even say theirs is worst as compared to [mine]. So that 
makes [me] understand that they are all issues that comes with menopause.” (Oheama, 
perimenopausal, Kotei) 
“When we meet, we talk about ourselves. Sharing with each other, our experiences.” 
(Efua, menopausal, Kotei) 
“Those I live with, sometimes they complain that my waist or my back that’s what we 
talk about…” (Audrey, menopausal, La) 
Experiences of the perimenopause became a talking point for women when they met in the 
community: 
“When we meet, and I start talking about how I feel, another shares hers and then 
another then the discussions begin.” (Frances, menopausal, La) 
“…when they are complaining, I use my experience to [c]ite an example.” (Eunice, 
menopausal, La) 
One woman seemed to infer that her participation in this study would prompt her to talk to 
other women about the perimenopause and related issues: 
“I'll just tell them that some people came to visit me, and this is what they said so that 
if there is any advice, we can share.” (Theodora, menopausal, La) 
It may be deduced that the main talking point in this case is the potential for gaining advice 
from the research team. This suggests that the perimenopause is not always easily discussed 
unless there is an explicit need to. For other women, the opportunity to talk about their 
experiences was limited: 
 “I don’t have a friend … When I meet with my siblings, then, I can talk to them about 
such issues.” (Afia, menopausal, Kotei) 
“I don’t really have a friend, I am usually at home with my family.” (Abla, 
perimenopausal, Kotei) 
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But, if given the opportunity, another woman who said that she did not have many friends, 
said that, 
“When women meet they can talk about many things, so I will when we meet to discuss 
these issues.” (Abena, perimenopausal, Kotei) 
Limited opportunities to talk to other women led women to confide in their husbands. One 
woman explained that she found it easier to talk to her husband first, before anyone else: 
“No, just with my husband, I haven’t discuss these with anyone yet.” (Kisi, menopausal, 
La) 
Overall, it appeared that discussions of the perimenopause and related WASH issues were 
determined by women’s social networks and relationships with others. Talking to other 
women aided PM women’s understandings of the perimenopause and related issues.  
5.6.1 Key points: Talking to others 
• Women’s experiences of the perimenopause and subsequent WASH use is shaped 
by their ability to discuss issues with others 
• Talking to other women aids women’s understandings of the perimenopause 
• Women’s understandings of the perimenopause and related WASH practices are 
determined by their social networks and relationships to others 
5.7  Knowledge from ICTs, technology and media: “…It was from that time 
that I knew what was wrong with me was as a result of menopause” (Afia, 
Kotei) 
Information and communications technology (ICTs) had a role to play in women’s ability to 
understand the perimenopause and menopause.  Women reported that in the weeks 
preceding the data collection period, a television programme was aired on state and local 
television, which discussed the menopause and perimenopause: 
“A programme on GTV.  I think it is about health, I can’t remember. It is aired every 
week, I think it's been two weeks now when they talked about symptoms of 
menopause.” (Abla, perimenopausal, Kotei) 
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“A programme on UTV. They have a programme on UTV. It’s a local channel, it is called 
“My Health, My Life” and they discussed these issues.” (Abena, perimenopausal, Kotei) 
The television programmes helped women to understand the symptoms of the 
perimenopause, and that the health issues which they were experiencing were a normal part 
of the menopausal transition. 
“They said during menopause, you can experience headache, discomfort and pains, so 
that made me know the symptoms of menopause […] They spoke about headache, they 
spoke about body pains, hair loss and burning sensations at the feet and all that.” (Abla, 
perimenopausal, Kotei) 
“It is in their discussion that made me know that what am experiencing is normal for 
most women going through menopause.” (Abena, perimenopausal, Kotei) 
Reassurance that their experiences were typical of the perimenopause came through both the 
television and the radio: 
“Yes on radio and even on TV. And that even consoled me.” (Oheama, perimenopausal, 
Kotei)  
Interviewer: “Have you heard this discussion on either the TV or radio?” 
“Yes I have on several occasions.”  
 Interviewer: “Was it on radio or TV?” 
“On both media.” (Kisi, menopausal, La) 
One woman explained how listening to the radio confirmed for her what she had been told by 
traditional healers: 
“The health problem I have during this menopausal stage is my leg. It got to time I 
thought I stepped into medicine that even made go to seek assistance from native 
doctors, before later on I heard a discussion on radio about menopause. It was from 
that time that I knew what was wrong with me was as a result of menopause.” (Afia, 
menopausal, Kotei) 
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Learning about the symptoms of perimenopause helped women to dispel some of the beliefs 
within their family that their symptoms were spiritual in nature: 
“Some, with the symptoms of menopause their children complain that their parents 
nuisance and they talk a lot and some associate it to spiritual problems   but with this 
knowledge am aware they are symptoms of menopause.” (Oheama, perimenopausal, 
Kotei) 
Media was a source of hygiene education. Television programmes taught women, 
“How a lady would keep herself when she is menstruating.” (Audrey, menopausal, La) 
However, it was clear that not all women engaged regularly with the media: 
“Sometimes they talk about them. I know there [are] discussions on health aired on 
radio but I have not paid attention to it.” (Felicia, menopausal, La) 
“Yes I do hear them but I don't get time to sit and listen or watch radio or T.V.” (Eunice, 
menopausal, La) 
Conversely, a woman who was admitted to hospital due to heavy menstrual bleeding actively 
engaged with the media, to the extent that she participated in a talk show to discuss her 
experiences. This benefitted her understanding of the perimenopause: 
“Yes I had the opportunity to be part of a talk show in the hospital during my check-up 
days. They confirmed most of these symptoms and dealing with it. It made me 
appreciate the issues better.” (Berta, menopausal, La) 
5.7.1 Key points: ICTs, technology and media 
• Local television and radio programmes which discuss health issues educate women 
about the perimenopause 
• Media helps women to understand the symptoms of perimenopause, that it is a 
normal biological process and helps to dispel local myths about it 
• Women engage with ICTs and media for hygiene education 
• PM and menopausal women engage with the media to different degrees. Some 
women do not engage with the media at all, whilst others engage to the extent of 
participating in shows 
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5.8 Rights to water and sanitation: “I think it’s a right we need to enjoy” 
(Oheama, Kotei) 
Water and sanitation services in Kotei and La were lacking, an issue which was not of concern 
for women interviewed in the phenomenological review. In keeping with debates around 
rights, equity and inclusion in WASH, as discussed in the literature review, the study in Ghana 
explored an additional aspect of PM women’s understandings of their rights to WASH, and 
framed their expectations of their water and sanitation needs to be met. PM and menopausal 
women had an expectation of a right to water and sanitation. Whilst this did not have a direct 
link to the perimenopause, an understanding of rights among the sample shaped their 
expectations of water and sanitation provision in the community, and thereafter, their 
assessment of the reality of their situation. 
“I think it is our right to access water, every community should have access to water.” 
(Abena, perimenopausal, Kotei)  
One woman spoke about the rights to water and sanitation in the context of broader 
environmental health. There was a concern that lacking adequate facilities for water supply 
and various aspects of sanitation, as was the case in La and in Kotei, had wider consequences 
for the health of the community: 
“I don’t think we should lack in all these aspects. We should get water, toilet and a 
dump site. Lack of these basic facilities poses a lot of health risks.” (Berta, menopausal, 
La) 
Yet, there were differences between the women as to who should be responsible for ensuring 
that this right is met. For the women in the sample, the responsibility of providing water and 
sanitation to meet their own needs lay in the form of a hierarchy, either with the government 
at a macro level; at a meso level, the community elders or chiefs; or at a micro-level, 
themselves.  
5.8.1 Macro-level responsibility: the government 
Two of the women who were interviewed argued that it was the responsibility of the 
government to meet their water and sanitation needs. In Kotei, one woman expressed this in 
the context of her frustration with a broken public tap: 
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“I feel it is a right, and the government must ensure the provision of these amenities. 
We had a public tap close to us but ever since it broke down it has not been repaired.” 
(Efua, menopausal, Kotei) 
Operation and maintenance of water facilities was seen to be a governmental role. It was 
evident to women when rights were not adequately met. Whilst one woman felt that the 
government should intervene at a community level, another woman in La saw a governmental 
responsibility to ensure provisions were made at a household level: 
“Yes, I think the Government should provide these amenities because there are some 
houses that do not have spaces in for household toilet construction. But other 
compounds have space where they can build toilets. If that is done, I can ask them to 
allow me use it in case of any emergency.” (Audrey, menopausal, La)  
Safety was a concern for women who needed to urinate at night due to incontinence, as “if 
you go out, it will be at your own risk.” (Efua, Kotei). Needing to use a toilet in an emergency 
is a general concern. This woman indicated that where space is available, it is the 
government’s responsibility to ensure that household toilets are provided. 
5.8.2 Meso-level responsibility: community elders or chiefs 
Women saw the community elders or chiefs as being responsible for the provision of water 
and sanitation.  
“I think it’s a right we need to enjoy and so the chiefs should make those provisions.” 
(Oheama, perimenopausal, Kotei)  
During the interview, the research assistant explained the context for these beliefs to the 
researcher. The traditional system of ruling by the chiefs is revered, despite the presence of a 
national government. Where it is expected that the national government should provide 
water and sanitation services, there is also a community level expectation that the chiefs 
should follow up on these provisions, as heads and elders in the community. The kontihene 
(sub-chief) of Kotei explained in the ethnography that the chief and local women are 
traditionally responsible for the collection and treatment of water from their local river, 
Daakye, though this is no longer used. 
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As one woman summarised,  
“The elders of the town should ensure these things are done.” (Kisi, menopausal, La) 
When women’s expectation of the chiefs to provide water and sanitation were not met, there 
was “no option” (Oheama, Kotei) but to find ways to meet these needs at a cost, because it 
would be “beneficial” (Kisi, La). Low-incomes and high unemployment among the sample and 
the wider communities of La and Kotei generally made the ability to pay for WASH challenging. 
5.8.3 Micro-level responsibility: self 
Self-provision of water and sanitation was regarded as a potential option. One woman 
explained,  
“We should do it on our own if we have the means. Government provided facilities are 
to be used by travellers or visitors who travel to the community for occasions.” (Eunice, 
menopausal, La) 
This suggests a differentiation between who should be seen to be using which type of facility. 
There is an indication that government facilities are viewed as for use by ‘external’ individuals. 
The opinion that women “should” do it on their own suggests a possible link to improved social 
status. “Having the means” (Felicia, La) to provide water and sanitation for themselves was 
important, but often women did not have the financial capacity to do so.  
5.8.4 Key points: Rights to water and sanitation 
• PM and menopausal women expect to have water and sanitation services to address 
their concerns over health, but opinions differ between them as to who should 
provide these services 
• Governmental responsibility for water and sanitation provision is viewed by PM and 
menopausal women as important at a community and at a household level 
• At a community level the traditional expectations of the elders and chiefs to make 
provisions are maintained 
• Self-provision is potentially linked to improved social status, but is determined by 
financial factors 
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5.9 The need for hygiene for perimenopausal women 
Sections 5.3 and 5.4 discussed the different symptoms of the perimenopause and general 
health issues which were experienced by the women in La and Kotei. Many of the symptoms 
linked to the perimenopause required specific hygiene practices to help women to manage 
them, and to keep themselves clean and maintain good health. As per the phenomenological 
review, these practices were unknown until this research was conducted, and were 
predominantly carried out behind closed doors. For the women in La and Kotei in Ghana, 
hygiene needs were influenced by the wider issues of understanding the perimenopause and 
rights to WASH (Sections 5.5 and 5.8), through talking to others (Section 5.6) and ICTs, 
technology and media (Section 5.7). As the previous section (Section 5.8) discusses, PM 
women have different expectations about who should help them to realise their rights to 
WASH. Using these findings as a contextual framework, Sections 5.10 to 5.15 discuss the 
hygiene needs of PM women in Ghana.  
5.10 Hygiene during the perimenopause 
Perimenopausal women had wide-ranging hygiene needs, as shown in Figure 5.5: 
 
Figure 5.5: Hygiene needs of perimenopausal women (Diagram: Amita Bhakta) 
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The hygiene needs of PM women in Figure 5.5 reflect the results of the thematic analysis of 
the data collected with women in La and Kotei, conducted in NVivo. Figure 5.5 begins with 
MHM at the top of the circle, following through a clockwise direction from toileting through 
to sweeping, with each section informing the next. MHM is discussed first, as it is a topic which 
has received much attention in WASH generally, but the needs of PM women are new. MHM 
then warrants regular toilet use, which provides a bridge to understanding the toileting needs 
of women with urinary incontinence. Menstruation, incontinence and other PM symptoms 
collectively then require bathing, laundry and drinking to manage symptoms; bathing and 
laundry are given prominence before drinking because they are new areas of WASH generally 
which are previously unexplored, but are vital hygiene needs for PM women. Solid waste 
management and sweeping are discussed last as inter-relating areas around waste. This 
structure also reflects a progression of analysis from the very intimate personal hygiene, 
conducted in private spaces (through MHM, toileting and bathing) through to hygiene which 
has direct resonance to the wider built, public environment (solid waste management, 
sweeping). In doing so, this analysis shows how private, hidden WASH needs during the 
perimenopause are matters to be addressed through household and public community WASH 
infrastructure. 
The most important WASH-related issues for PM women concerned personal hygiene. 
Sections 5.12 to 5.18 discuss the hygiene needs of PM women in depth.  Section 5.12 assesses 
menstrual hygiene needs where patterns and regularities of menstruation change at 
perimenopause. General factors affecting toilet use, described in Section 5.13, have 
implications for MHM and women requiring effective urinary incontinence management 
(Section 5.14). Bathing and laundry have been identified as key needs to deal with various 
symptoms, which to date have seldom been discussed in the WASH sector. Section 5.15 
discusses the bathing needs of PM women, and Section 5.16 discusses laundry. The narratives 
of the women in this study build upon existing work on menstrual hygiene management. 
Issues around access to drinking water supply are raised in Section 5.17, where the drinking 
needs of women are examined.  The importance of and issues relating to domestic hygiene, 
through solid waste management, are discussed in Section 5.18.  The next sections of this 
chapter discuss the hygiene needs of PM women, and the factors affecting the ability to meet 
these needs.  
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5.11 Menstrual hygiene management (MHM) 
MHM needs during the perimenopause were influenced by irregularities in the menstrual 
cycle and the nature of menstrual flow (see Section 5.3.2). PM women’s MHM needs became 
apparent through their use of traditional and/or commercial techniques for protection when 
menstruating, and the degree to which they could access infrastructure for MHM. 
5.11.1 Menstrual hygiene management techniques: “I always make sure my 
hygiene materials are well fixed” (Eunice, La) 
5.11.1.1 Traditional techniques 
Cloth 
The primary MHM technique used by PM women was cloth, raised by five women in the 
interviews and one woman in the mapping sessions. Some women maintained the use of cloth 
from prior to entering perimenopause, but the ways in which cloth was used were adaptive, 
particularly for women experiencing heavy menstruation. Heavy menstrual flow necessitated 
an increase in the number of cloths used at once, layer upon layer: 
“Oh no I don't wait to get soiled because I increase the number of cloths I use to soak 
up the blood properly.” (Audrey, menopausal, La) 
Traditional methods of using single layers of cloth prior to perimenopause were inadequate 
when bleeding heavily. Layers were also formed through folding a single cloth to increase 
thickness: 
“They were used cloth, old ones. Not too big about the size of a small towel. I fold it 
into four for use.” (Eunice, menopausal, La) 
Greater vigilance was required as the flow of menstruation increased in cases where 
traditional techniques were maintained. Wariness of implications for increases in laundry was 
demonstrated:  
“I always make sure my hygiene materials are well fixed so that I don't soil my clothes 
so my laundry does not increase.” (Eunice, menopausal, La) 
Women protected themselves from leaks as best they could using cloths. The use of cloths 
had wider repercussions for women’s ability to conceal the fact that they were menstruating. 
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Cloths were washed and reused. One woman in a mapping session in La mentioned that she 
used Dettol in order to cleanse her cloth which was heavily soiled. Women did not wish others 
to see the significant blood stains on the cloth as they were being washed: 
“What we do is that we wash the cloth, so the foam comes on top of the water to cover 
up the blood.” (Felicia, menopausal, La) 
Cloths were washed in bathhouses. One woman explained that due to fears of staining the 
floor of the bathhouse, 
“After washing the menstrual cloth[e]s, I run enough water to flush it away before even 
bathing.” (Oheama, perimenopausal, Kotei) 
Local taboos around menstruation influenced the washing of menstrual cloths. An increased 
demand for water was evident in order to fully flush away the blood stains upon the bathing 
infrastructure and within the water which was used to wash the cloths. Mapping discussions 
in La identified that women dried their menstrual cloths on the compound, as they felt the 
sunshine helped to remove bacteria from the cloth. 
Mapping discussions in La also identified that the preparation of menstrual cloths did not 
always end as menstruation ceased. It was noted by a participant that whilst she no longer 
menstruated, she kept preparing the type of cloths she was using for her daughter to use. This 
indicates that MHM has a social dimension. This menopausal mother felt a degree of 
responsibility towards ensuring her daughter was able to meet her MHM needs even though 
she no longer menstruated herself.  
Cotton wool and cloth 
Traditional techniques were sometimes used in combination. The use of cotton wool and cloth 
together for MHM was identified: 
“I put the cotton on the cloth in order not to soil the cloth and when I'm going to take 
my bath I dispose of just the cotton whiles the cloth remains unsoiled.” (Audrey, 
menopausal, La)        
Heavy menstruation could not be managed with cloth alone at times. Low income levels for 
women in the sample led to use of what could be financially viable, namely low-cost cotton 
wool, as an additional layer of protection.  
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Change from cloth and cotton wool to cloth 
There were vague indications that the woman who used cotton wool and cloth in combination 
later changed to use of cloth alone: 
“When I am bleeding heavily, I use cloths.” 
 Interviewer: “So what about when it changed?” 
“That’s what I mean that when I am bleeding so much I line a piece of cloth with cotton 
for use, as it gets heavier, I use only the cloth.” 
Interviewer: “How long has it been since you switched from using cotton and cloth 
to only cloth?” 
“I would say after the four years when I shifted from normal flow to heavy flow that 
was getting to menopause.” (Audrey, menopausal, La) 
The data does not provide a clear indication of the reasons for the change to use of cloth 
alone, which was identified as providing inadequate absorbency as a single layer. These 
reasons may have been provided, but may have possibly been lost in translation. It indicates 
a possibility that the cloth may have been different, potentially in its thickness or in 
absorbency. However, this account from La in insufficient to draw further conclusions about 
this practice in greater depth. 
5.11.1.2 Incorporating commercial products at perimenopause 
Heavy menstrual periods necessitated an incorporation of commercially bought sanitary 
products into MHM practices. Three MHM techniques involving two types of commercially 
available products were used: a cloth with a pad, pads alone, and nappies. 
Pads and cloth 
Commercial pads were used by some of the women interviewed. Yet, fears of leakage and 
staining during heavy PM menstruation warranted the use of traditional cloths in addition to 
the pads: 
“I had it do that to help soak up the blood […]  I use both because of heavy bleeding, 
else the pad alone would have been okay. [...] I changed three times in a day and that 
was because I supported the pads with the cloth.” (Abla, perimenopausal, Kotei) 
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Frequency of changing materials appeared to be affected by the nature of the materials used. 
In this case, the woman sold second hand clothes. Accessing extra cloths on a regular basis 
was easier for her: 
“I sell used clothes and usually after sorting the good ones, I get pieces that are not 
sellable, and these are the ones I cut into pieces for use. I don’t wash them, I dispose 
them after use because I always have more to use.” (Abla, perimenopausal, Kotei) 
Women’s livelihoods and employment in the community evidently had a degree of influence 
upon what was used. Selling clothes not only generated a source of income, but in the case of 
Abla, contributed to access to menstrual hygiene materials during perimenopause. When 
commercial products were not viable forms of effective protection, turning to traditional 
techniques as supplementary protection appeared to be the best option.  
Pads 
Access to commercial pads was restricted by availability and affordability of pads in Ghana, 
depending upon the time at which women went through the perimenopause. Despite 
experiencing heavy flow, it was identified that the same type of pad was used as per normal 
flow during PM menorrhagia:  
  “It’s the normal pads we use these days. When I started menstruating, there was only 
one type of pad but with time other ones were produced. However, there was only one 
type I used.”  (Abla, perimenopausal, Kotei) 
“The way it flowed, the pads weren't all that thick, the sanitary pads that were made 
first was the one I was using but it didn’t help.” (Abla, perimenopausal, Kotei) 
Choice in the thickness of commercial pads for women was therefore restricted due to lack of 
availability in the Ghanaian market. Women could not access pads that had greater 
absorbency, even if they could afford to or wished to. PM women therefore needed to be 
resourceful and adapt to what could be accessed. 
Sometimes, heavy menstruation led to hospital visits. One woman described her experience 
of needing to suddenly change to using pads from cloths at the hospital: 
“What I used from the house was soo much soiled up, so we threw it away then 
afterwards I started using the pad.” (Berta, menopausal, La) 
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Access to pads that could effectively absorb heavy menstrual flow was unavailable from health 
services.  This woman explained that she needed to rely upon her daughter to buy an 
appropriate pad for her whilst she was in hospital, unaware of the financial costs of doing so. 
Evidently, relationships with daughters were important in emergency situations. This data is 
indicative that younger women were willing to help their mothers when made aware of the 
situation being faced. 
 Nappies 
Use of commercial pads and traditional cloths did not always suffice in protection when heavy 
menstruation arose: 
“It started flowing very heavily, and that was not how it was when it started, when it 
gets full; we were using diapers at the time and I change, then it full again until the 
fifth day when it will reduce.” (Audrey, menopausal, La) 
Adult diapers, identified once out of the 14 interviews, appeared to be the best solution for 
MHM for this woman. Despite indicating that it was a source of better absorbency, heavy 
menstrual bleeding still led to regular changing of diapers.  
5.11.1.3 Less materials 
For women whose menstrual flow lightened, less materials were required for protection: 
Interviewer: “When your menstruation was about to stop, did that make you change 
your menstrual hygiene material?”  
“I just reduced the amount of cotton used in lining it.” (Kisi, menopausal, La) 
Women who were experiencing lighter periods had less concern about protecting themselves 
as much as previously. MHM became easier for women as a result. 
5.11.1.4 Changing frequency 
The frequency of changing menstrual materials varied among the sample during 
perimenopause. The average frequency of changing materials was two to three times a day. 
This was identified among women experiencing heavy and/or irregular menstruation, but 
factors beyond the nature of menstruation as being the reason for this pattern of changing 
are unclear.  
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When experiencing heavy menstruation, one woman said,  
 “I changed three times in a day and that was because I supported the pads with the 
cloth.” (Abla, perimenopausal, Kotei) 
Types of materials used for MHM thus influenced the changing frequency for PM women. The 
levels of protection and absorption provided by different materials determined changing 
frequency. For Abla, the data indicates that having a cloth with the pad gave better 
absorbency and a sense of protection through doubling the layers, hence changing three times 
was adequate. 
In other cases, it became apparent that it was not the degree of flow, but an increased length 
of periods which affected changing frequency and washing: 
“I changed about three to four times a day.” 
Interviewer: “Did you use more cloths to help you change when needed?” 
“Yes, I used more cloths and that made me wash more.” (Efua, menopausal, Kotei) 
Whether this anecdote concerned the washing of the cloths themselves or bathing is not 
conclusive. It is noteworthy, however, that MHM using cloths had implications for use of 
increased water by PM women as menstruation changed. MHM therefore interlinks with 
aspects of water supply demand and access to suitable washing infrastructure when irregular 
menstruation at perimenopause is concerned.  
5.11.2 Sanitation and MHM 
5.11.2.1 Access to sanitation for MHM 
Changing MHM needs brought access to sanitation into sharper focus (Bhakta et al, 2018). 
Irregular periods meant it was difficult to predict when menstruation would begin. Leaving 
the vicinity of the home and the community was identified as problematic for one of the 14 
interviewees due to worries over lack of access to sanitation to change materials: 
“I am not really bothered when I am home, but I get worried whenever I have to travel 
outside.” (Abla, perimenopausal, Kotei) 
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This particular participant was menstruating heavily as well as irregularly. Access to toilets was 
critical in determining daily activities due to not knowing when she would need to change. In 
contrast, another woman, a market trader in La, faced fewer problems in access to sanitation 
because,  
“We are given a place where we can do all these things.” (Theodora, menopausal, La) 
Employment was therefore a factor which made MHM during irregular periods easier. Access 
to sanitation was important for women to work and to earn a livelihood during a time of 
unpredictability during the perimenopause.  
5.11.2.2 Use of sanitation for MHM 
Heavy menstrual periods made the use of public toilet facilities problematic. The design of 
slab pit latrines in the community toilets in Kotei were difficult to use when heavily 
menstruating, as 
“Any time after visiting the toilet, I end up staining the slab or the floor with blood and 
I usually feel bad thinking about another person coming to see that.” (Abla, 
perimenopausal, Kotei) 
Women did not wish for others to know that they are menstruating heavily. MHM was a 
private practice which was not discussed with other women and especially not men, and any 
staining was to be hidden. Pit latrines were used with extra care: 
“I try to cover the blood stains with something, either a tissue, or wash it away with 
water if there is.” (Abla, perimenopausal, Kotei) 
Design of sanitation therefore influenced MHM. MHM was most commonly conducted in 
public community toilets. When bleeding particularly heavily, sanitation was poorly designed 
and blood flow could not be flushed away, exposing the taboo of heavy menstruation. Seeking 
to hide blood staining had wider implications for increased water use and effective drainage 
systems. As later discussed, inadequate disposal facilities within the toilets for menstrual 
materials influenced the solid waste management needs of PM women as the nature of 
menstruation changed. Solid menstrual waste needed to be carried to disposal facilities in the 
community, exposing MHM issues in public that PM women wanted to hide from others. 
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5.11.3 Key points: Menstrual hygiene management 
• MHM is of greatest concern for women with heavy and/or irregular periods 
• Changing menstruation patterns led to use of a combination of multiple traditional 
MHM techniques for extra protection at perimenopause. Commercial techniques 
were incorporated due to inadequate absorbency when heavy bleeding was 
experienced 
• Inappropriate materials used for MHM to deal with erratic menstrual flow were 
determined by limited choice, affordability and livelihoods 
• MHM has a social dimension at perimenopause. Relations with daughters enabled 
women to pass on materials to them, and to access commercial pads through them. 
When commercial products are needed there is a willingness to pay by daughters 
• MHM highlights issues with provision, poor design, and proximity of sanitation 
facilities to meet the physical and social needs of perimenopausal women. 
 
5.12 Toilet use 
Use of public toilets in La and Kotei during perimenopause were influenced by various 
different factors. Change in toilet provision in the community, access to public toilets, toilet 
design, maintenance and finance were all factors which were of concern during 
perimenopause. 
5.12.1 Toilet provision 
Toilet provision among the sample varied. As discussed in Chapter 3, residents of La and Kotei 
predominantly rely upon community based public toilets. The last census in 2010 recorded 
44.4% of LaDMA residents (in which La is located) as public toilet users (Ghana Statistical 
Service, 2014), and 47% in Kotei (Leathes, 2012). Figure 5.6 shows the wide-ranging 
characteristics of toilets used by PM and menopausal women. These characteristics are based 
upon the pre-interview questionnaire data, perspectives given by the women, and those 
determined by the researcher through qualitative analysis of data from PhotoVoice and field 
observations. The data references on the chart show how many times the data appeared from 
these sources, combining NVivo occurrences and the frequency manually counted from the 
pre-interview questionnaire. 
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Figure 5.6: Characteristics of toilets used by perimenopausal and menopausal women 
The survey of interviewees identified that the majority of the sample used two public toilet 
blocks located outside in the neighbourhood, which were shared with more than 5 
households. 6 out of 7 women interviewed in La used a shared toilet outside the household in 
a two toilet blocks, whilst one used her privately-owned WC.  Mapping participants in La used 
a large toilet block (Figure 5.7) with 24 female cubicles, which serves the majority of the 
community. The large block has doors on the cubicles, but due to a lack of lighting, candles 
are needed, and women were observed using the toilet with the door open.  
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Figure 5.7: The large toilet block in La (Photos: Kate Simpson) 
The small toilet block in La had 9 cubicles, but a lack of doors on the cubicles (Figure 5.8), was 
indicative of a lack of privacy for women. 
 
Figure 5.8: Small community toilet block in La (Photo: Kate Simpson) 
The toilets in the block were designed as WCs but had no flush mechanism (Figure 5.9). This 
indicates a risk of staining the toilet for heavily menstruating women in particular, as well as 
the risk of disease.  
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Figure 5.9: WC in La small community toilet block (Photo: Kate Simpson) 
The small block, built 25 years ago, lacks seating. Lighting in the block is poorly provided with 
low energy light bulbs, requiring women to use candles to see. This has implications for the 
safety of women who use the toilet at night. Windows are opened for ventilation and toilets 
are cleaned three times a day by the toilet attendant. Hand washing facilities are provided. 
In Kotei, one interviewee used a pour flush toilet of her own, whilst the remaining 7 
interviewees used the public community toilets. The community toilets in Kotei, owned by the 
Kumasi Metropolitan Assembly, are 50 to 60 years old. Pit latrines comprise the older toilets, 
with individual cubicles that are cleaned twice a day. A private tanker service empties the pits 
once a month, and women are charged for maintenance. Newer toilets with 20 cubicles in the 
main block are WCs. Waste in the new block is stored in a septic tank and emptied every three 
months. 
The construction of household toilets was a positive change. For women who had a 
cistern/WC, it became more comfortable to use the toilet, which was accessible for immediate 
use when needed: 
“Now that we have a personal toilet facility, I think it is a positive change. I don’t walk 
a distance to access the toilet, I have one that I can comfortably sit in.” (Kisi, 
menopausal, La) 
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Accessible, user friendly toilets were important to PM women due to joint pains.  Aspects of 
ageing during the perimenopause brought issues of future accessibility to a household toilet 
into sharper focus:  
“Yes, it is very necessary. Joint pains experienced during menopause makes accessing 
the toilet uncomfortable, should I get older a bit I can't access the public toilet. This is 
not an issue now, I am considering the future.” (Eunice, menopausal, La)  
As with use of the toilet to deal with symptoms of menstruation and incontinence, poor 
infrastructure design in public toilets had ramifications for women’s general use for toileting. 
The next section explores further the issues faced with squatting which hindered toilet use.  
5.12.2 Squatting 
Toilet use during perimenopause was influenced by an inability to squat. The pit latrines in 
Kotei were difficult to use due to joint pains: 
 “Even now, when it happens like that, I have to scream and hold my leg. It really hurts, 
but I still go because I had no option.” (Afia, menopausal, Kotei) 
Interviewer: “Do you also face problems when visiting the toilet since you have to 
squat?” 
“Yes, I do because when I squat for a while, I feel pains and that means I need to stand 
on my feet for a while.” (Abena, perimenopausal, Kotei) 
Discussions in a participatory mapping session in Kotei confirmed issues relating to squatting 
due to joint pain. Five women who comprised a mapping group collectively raised issues of 
discontent with the pit latrines provided, stating that they were inadequately designed for 
them as ageing made it difficult to squat. PhotoVoice data reflected these issues with 
squatting (Figure 5.10 and Figure 5.11).  
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Figure 5.10: Composting toilet in Kotei (PhotoVoice: Abena) 
 
Figure 5.11: WC with supporting rails in Kotei (PhotoVoice: Abena) 
Public toilets in Kotei had both pit latrines and WCs in one of the blocks. Discussions in a group 
mapping session in Kotei identified that women appreciated a choice of being able to squat or 
to sit on a WC when using the toilet. One woman in La (Kisi) expressed similar sentiments for 
change she experienced in recently gaining access to a WC at home. Joint pains during the 
perimenopause thus led to use of different types of toilet infrastructure according to the 
physical wellbeing of the women. These findings further illustrate the need for WASH design 
and provision to cater for general issues of ageing, as demonstrated by the use of WCs with 
supporting handrails by PM women with joint pain. 
5.12.3 Smell 
Public toilets which were not adequately cleaned led women not to use them. One woman 
mentioned that she discussed issues regarding the smell with others in the community: 
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“Yes we do, we even talked about a public toilet we use to have, any time we use that 
toilet your clothes smells very bad. We have stopped going there ever since we had the 
water closet build for us.” (Afia, menopausal, Kotei) 
Poor maintenance of the toilet was evidently an issue in the community. Developments in 
toilet provision through the introduction of WCs in a new block provided opportunities for 
women to use toilets which they deemed to be cleaner and easier to use.  
5.12.4 General access  
5.12.4.1 Closure of toilets        
Informal discussions with a woman in Kotei identified that toilets were not always accessible. 
The ongoing energy crisis and subsequent intermittent water supply led the public toilets to 
be closed when water supply was lacking. Water would be stored by the local residents within 
the toilets, and once this supply had been depleted, the toilet block would be closed for use. 
Most discussions among the sample suggested that apart from when travelling and cost, 
access to toilets was generally reported not to be a problem. Toilet access was of particular 
concern for PM women with irregular flows of menstruation and incontinence. 
5.12.4.2 Timing 
Access to toilets was determined by timing. Use of public toilets at night was deemed unsafe:  
“At night I do ease myself into a chamber pot, since I can’t go out. I do that in the 
bathhouse and dispose it the next morning.” (Efua, menopausal, Kotei) 
Inadequate access to nearby, safe places to defecate had implications for toileting needs 
among the sample. Public toilets were not a place to go to during the night. This woman went 
further to explain that using a chamber pot was necessary because, 
“A lot of things takes place at night, bad people and bad spirit move about. If you go 
out, it will be at your own risk.” (Efua, menopausal, Kotei) 
5.12.5 Finance 
The cost of going to the toilet was problematic for the sample of low-income women, and was 
raised by women collectively in one of the mapping discussions, and by some women who 
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provided oral history narratives. Renovated community toilets reduced issues of queueing. 
Yet, introduction of charges for the newly renovated facilities was of concern for women: 
“We had a community place of convenience, it was a pit latrine and we did not pay for 
using it, but all have been broken down and rebuilt into the ones we have now.” 
(Mansa, menopausal, Kotei) 
Paying to use the toilet was not an individual issue for the majority of women in the sample 
group. However, there was wariness of the overall cost to the household was demonstrated 
by the women, who predominantly played a critical role in the day to day running of the house: 
“…you pay 40 pesewas (US$0.08) for visiting the toilet and if you visit the toilet two 
times a day multiplied by the number of people of your household, you can imagine. It 
is an issue.” (Mansa, menopausal, Kotei) 
Cost of toilet use was an individual issue for the majority of women experiencing urinary 
incontinence. One woman (Oheama, Kotei), discussed that home was the preferred place of 
urination for her due to frequently needing to visit the toilet. Using public toilets more 
frequently due to incontinence was an issue for her when outside the community, due to 
repeatedly paying 20 pesewas per use. As an ice-cream seller, her situation typified that of the 
other women who faced the same issue of cost of using the toilets due to little or no income. 
This section has contextualised the women’s toileting needs during the perimenopause by 
providing an overview of access issues. 
5.12.6 Key points: Toilet use 
• PM and menopausal women are mostly reliant upon shared, community-based 
public toilets. Only a small proportion have access to a household-constructed toilet 
• User friendly toilets are important for PM and menopausal women due to difficulties 
they face in squatting, and are important for meeting the needs of ageing 
populations in the global South 
• Travel, closure of the toilets, safety concerns and poor maintenance limit women’s 
access to toilets 
• Women seek alternatives to meeting toileting needs at night due to issues over 
safety 
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• Introduced payments for community toilets are an issue for women’s abilities to 
meet their toileting needs, as well as an issue in the home as women manage 
household finances 
5.13 Urinary incontinence management: “...I double the panty.” (Oheama, 
Kotei) 
Urinary incontinence had various implications for hygiene practices, reflecting implications for 
meeting PM women’s needs as well as a generally ageing society with incontinence becoming 
a more prominent issue. PM women face issues with urinary discharge and frequent leaking, 
which leads to concerns regarding smell. Different hygiene practices are required for urinary 
incontinence management, which are influenced by various factors.  
5.13.1 Toileting 
Toileting became an issue of importance for PM women who were experiencing incontinence. 
Uncontrollable and unpredictable leakage of urine warranted regular toilet use.  Public 
community toilets were difficult to access for some incontinent women due to fears of 
leakage. Women resorted to trying to manage their toileting needs at home, 
“I don’t urinate at the toilet, I urinate into a chamber pot at the bathhouse and later 
pour it into the drain.” (Abena, perimenopausal, Kotei) 
A lack of household toilets led to use of the infrastructure available within easy reach in the 
home for some.  Managing toileting needs at home depended upon the bathing patterns of 
incontinent women: 
“I visit the toilet more often to urinate, if I have not taken my bath I go to the toilet but 
after taking a bath I just take a chamber to the bathhouse if I want to urinate and after 
urinating I pour it down the drain.” (Oheama, perimenopausal, Kotei) 
Women therefore demonstrated a consciousness of cleanliness and smell. It was not only the 
smell of urine, but the additional smell of the public pit latrines lingering in their clothes which 
was a matter of concern. The disposal of urine from a chamber pot highlighted the need for 
better sanitation for excreta disposal, immediate access to which was lacking for PM women.  
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This woman used the public WCs “more often”, because of the ability to flush the toilet, and 
because, 
“…It’s more convenient urinating there.” (Oheama, perimenopausal, Kotei) 
Using public toilets however, came at a financial cost: 
“Yes because of money issues, I try to hold on at certain times.” (Oheama, 
perimenopausal, Kotei) 
 
Delaying urination due to concerns over finance, despite a need to visit the toilet, has wider 
implications for the health and wellbeing of PM and menopausal women. Ultimately, needing 
to urinate more often was determined by access to clean toilets, which were low cost and 
within easy reach.  
5.13.2 Doubling layers of clothing 
Women used their clothing alone as means of protection from urine leaks: 
“...I double the panty.” (Oheama, perimenopausal, Kotei) 
Protecting from leaks was particularly important when travelling out of the community and 
into the main town.  This participant noted that doubling the layers of clothing was the only 
option available to her. Incontinence pads were noted as a preference for this woman, but the 
cost of incontinence pads was a barrier to access. Incontinence therefore had implications for 
laundry.  
5.13.3 Key points: urinary incontinence management 
• Urinary incontinence management during perimenopause, providing insights in 
ageing experiences, involves increased toilet use for frequent urination. The use of 
a toilet, however, is influenced by the convenience of home-based available bathing 
infrastructure and the cost of using and maintenance of public toilets.  
•  Inadequate access to toilets and finance has implications for women’s health, as 
women deliberately alter their urination patterns accordingly.  
• Women double the layers of clothing worn to protect from leakage due to the high 
cost of incontinence pads. This is particularly important when travelling away from 
the vicinity of the home. 
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5.14 Bathing and bodily cleanliness 
5.14.1 Bathing needs during perimenopause: “Sometimes during the nights I like to 
pour water on myself” (Kisi, La) 
Women bathed to cleanse themselves due to day and night sweats: 
“When I notice I'm sweating too much, I quickly enter the bathhouse to wash down.” 
(Eunice, menopausal, La) 
The perimenopause marked a change in frequency of bathing overall, partly due to sweating:  
“Honestly when I was about to stop [menstruating], I sweat a lot and I drink water 
often. I get thirsty at very short intervals. So when I sweat I wash down to cool my body 
off the heat and I also have burning sensation under my feet. The more I wash down 
the more I sweat.” (Eunice, menopausal, La) 
The imminence of the menopause clearly became apparent to women through changes in the 
timing of bathing due to sweating: 
“Yes, I sometimes wash down in the afternoons when the weather is hot before I bath 
in the evening.” (Frances, menopausal, La) 
PM sweating led women to delay the time at which they bathed to avoid becoming hot and 
sweaty: 
 “Yes, I wash down the same way. Usually in the mornings I bath around 11am because 
if I wash down early in the morning, I feel hot in no time, so I prefer to take my shower 
late.” (Oheama, perimenopausal, Kotei) 
Bathing was therefore dictated by the time at which women expected sweating to arise, based 
on previous experiences. Living with grandchildren influenced bathing times for sweating to 
fit around their needs first: 
“I don’t have any difficulty accessing the bathhouse, I only prefer to bath after the 
children have taken their bath and left for school because I am always at home.” (Efua, 
menopausal, Kotei) 
Night sweats caused women to wash at night:  
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“I sweat at night sometimes and when that happens, I clean myself with a wet towel 
and at certain time, I enter the bathhouse to pour water on myself.” (Mansa, 
menopausal, Kotei)    
Yet, bathing was not always the best solution to soothing sweats: 
Kisi: “Sometimes during the nights I like to pour water on myself but sometimes that 
makes it worse.” 
 Interviewer: “Do you regularly pour water on yourself at night?” 
Kisi: “No, I used to do it regularly but know I have stopped.” 
Overall, this illustrates that the importance of bathing during the perimenopause varied.  The 
subjective and tacit nature of women’s experiences of perimenopause is reflected through 
these variations. Whilst sweating was biologically indicative of the perimenopause, women’s 
experiences varied from woman to woman, and temporally. Some women felt the need to 
bathe at night whereas others did little about it. It was seen as easier not to bathe in the 
bathhouse, but to, 
“…just pick a towel, wet it and wipe myself with it, then it stops.” (Efua, menopausal, 
Kotei) 
Bathing was important for women who were menstruating heavily. Bathing increased to three 
times a day, 
“…. because of the menstruation, on a normal day when am not menstruating I bath 
once.” (Felicia, menopausal, La) 
Frequent bathing was needed to manage heavy and uncontrollable blood flow, a source of 
discomfort for women:  
“It comes in big clots and flows down my legs […] when I am menstruating, I bath three 
times a day.” (Abena, perimenopausal, Kotei) 
Using traditional MHM techniques (see section 5.12.1) was inadequate in meeting PM 
women’s needs. Women complemented MHM with bathing to cleanse leaks of blood flow 
from menstrual hygiene materials.  Bathing came into sharper focus when heavy bleeding 
could not be managed with MHM alone. 
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Urinary incontinence made women warier of cleansing themselves, because, 
“It feels uncomfortable wearing the same panty and clothes you have drops of urine in 
[…] I wash down because of the cold feeling between my thighs and in my pants as a 
result of urine incontinence.” (Oheama, perimenopausal, Kotei) 
Bathing was a source of relief for women who were experiencing urine incontinence due to 
discomfort from leaking. PM women were increasingly conscious of keeping clean due to their 
symptoms. This led to more frequent bathing at irregular times of the day. 
5.14.2 Seasonal impacts on bathing: “I use hot water in bathing during the cold 
seasons because of the pain” (Kisi, La) 
Seasonal changes influenced bathing. Bathing patterns were in flux over the seasons due to 
the symptoms of sweating and the local climate. Women’s individual experiences of PM 
sweating were mediated by the natural environment, raising the importance of cleansing in 
warmer seasons. The built infrastructure design of bathhouses without roofs was problematic 
for women in Kotei, as it was challenging to bathe regularly during rainy seasons.  Sweating 
was experienced at higher intensities in warmer seasons than cooler seasons. Bathing 
frequency varied due to changes in these intensities: 
“Yes, I sometimes wash down in the afternoons when the weather is hot before I bath 
in the evening.” (Frances, menopausal, La) 
In cooler seasons, bathing frequency decreased: 
“Usually when the weather is cold, I don’t experience day and night sweats, so I clean 
myself less.” (Mansa, menopausal, Kotei) 
 “During the cold seasons, I sometimes cannot bath at night, so I just clean up but 
during the hot seasons, I take my bath even more than twice.” (Eunice, menopausal, 
La) 
Cooler temperatures influenced the bathing process. Warmer water was preferred over the 
cooler water available from the community:  
“I boil water to bath because of the cold and when I am menstruating.” (Abla, 
perimenopausal, Kotei) 
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Women reported greater intensity of joint pains during the cooler seasons, leading them to 
heat their water to soothe their pain: 
 “Yes with that, I use hot water in bathing during the cold seasons because of the pain.” 
(Kisi, menopausal, La) 
In contrast, warmer seasons, which exacerbated sweating symptoms, warranted cold water 
bathing: 
“No, I just wash down with ordinary water, I don’t use hot water. It’s different when 
the weather gets hotter when it gets hotter [I] feels more of the burning sensation and 
so would rather use cold water.” (Oheama, perimenopausal, Kotei) 
5.14.3 Finance and bathing: “I place the bucket of water on the compound for solar 
energy to keep it warm” (Oheama, Kotei) 
Women’s experiences of increased bathing frequency were influenced by financial factors. PM 
and menopausal women faced greater expenditure on resources required to bathe. High 
unemployment or employment in marginal work limited women’s incomes and affordability 
of necessary products and services to meet their individual needs.  
“I can have access to water anytime, it’s the cost that bothers me.” (Oheama, 
perimenopausal, Kotei) 
Bathing with hot water was viewed as a luxury. Water in both communities was heated for 
bathing using charcoal in the absence of household piped water and electricity. Yet, women’s 
low incomes made the regular purchase of charcoal, priced at 2GHC (US$0.42) per bag, a 
challenge. This restricted the use of warm water to satisfy bathing needs, when it was 
particularly preferred in cooler, drier seasons (Figure 5.12). 
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Figure 5.12: Mapping comment identifying issues with cost of charcoal (Photo: Amita Bhakta, La Map 1) 
Unaffordability of charcoal led women to adopt alternative methods of water heating: 
“I place the bucket of water on the compound for solar energy to keep it warm.” 
(Oheama, perimenopausal, Kotei) 
Financial circumstances and lack of infrastructure provision for effective bathing necessitated 
the use of adaptive techniques to meet hygiene needs.  The next section provides a deeper 
discussion of infrastructural issues in relation to bathing that were faced by PM and 
menopausal women. 
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5.14.4 Infrastructural issues relating to bathing: “….it is because I just started 
feeling the pain last year” (Felicia, La) 
 
Figure 5.13: Inside a bathhouse in Kotei (PhotoVoice: Abla) 
Design of infrastructure affected women’s ability to meet their bathing needs. Figure 5.13 
shows a bathhouse in Kotei as an example of a typical bathhouse used by women in this study 
across both communities. The majority of the women interviewed used a compound-based 
bathhouse. Some women’s bathhouses were inside the house, and one woman used a public 
bathhouse in La. 
5.14.4.1 Not user-friendly 
Bathhouses were not designed to be inclusive, to enable as many people as possible to use it 
without undue effort (Jones and Reed, 2005). Waist pains made using the bathhouses 
challenging, and required adaptations to the process: 
“The comfortable way to bath is to stand but because of my waist pains, I have sit and 
bath.” (Oheama, perimenopausal, Kotei) 
Use of a kitchen stool to make bathing easier was done with a mixture of standing up when 
joint pains were problematic:  
 Interviewer: “Do your legs give you problems when you are going to bath?” 
“No, I sit to bath.” 
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Interviewer: “How long does it take you to bath when you are seated?” 
“The same time I use when I stand. In the process I do stand to be able to wash other 
parts of the body, but I can't stand till I finish bathing.” 
 Interviewer: “Was it the same in the past?” 
“Yes, it is because I just started feeling the pain last year.” 
 Interviewer: “Do you have problems when you sit and bath?” 
“No but then when I sit for a while I would like to lie down for a while too.” (Felicia, 
menopausal, La) 
The internal bathhouse design did not meet the physical needs of women experiencing ageing-
related joint pains. 
5.14.4.2 Waste water disposal and drainage 
Poor design was also evident through issues with drainage and water disposal. Most of the 
women’s bathhouses were disconnected from drainage. Wastewater from bathing was 
manually disposed of in the street (Figure 5.14). The disposal of bathing water was difficult for 
women with joint pains due to physical challenges in carrying buckets of water. 
 
 
Figure 5.14: Disposal of bathwater in Kotei (PhotoVoice: Elizabeth, Kotei) 
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Bathwater disposal in the street also caused embarrassment for women who were 
menstruating heavily in particular. Disposal of blood-stained bath water was reported in a 
mapping discussion as an issue, because it would splash over women’s feet and into the open 
street. Where drainage was present in the communities, it was predominantly uncovered, and 
blood-stained water was visible (Figure 5.15). This exposed experiences of heavy 
menstruation which women did not wish others to see in a community setting where 
menstruation is socially taboo. Inadequate infrastructure therefore led to social as well as 
physical issues when bathing during heavy menstruation at perimenopause. 
 
Figure 5.15: Open drain in La (Photo: Kate Simpson) 
In one interview, a woman declined to specifically discuss any issues she had with bathing 
infrastructure, stating  
 “Hmmm, but that is what I have, whether good or bad I have to use it.” (Afia, 
menopausal, Kotei) 
This indicates that whilst not perfect as reported by some women, there was an acceptance 
to use whatever facilities were available to them in order to meet their bathing needs.  
5.14.4.3 Power supply and bathing 
Women’s use of water for bathing as well as for other purposes such as laundry was influenced 
by water supply. Ghana currently faces an energy crisis, colloquially known as ‘dumsor’, or on 
and off (Bayor and Yelyang, 2015), leading to intermittent water supply: 
 265 
 
“Yes there has been changes because in the past we were not using the gallons but 
rather the taps were by the road, you can just go to fetch but now when the tap is 
opened you fetch as many as you can because when it stops flowing, it takes a long 
time before it starts flowing again….” 
“…. Am sure that when the taps are always opened, you can fetch water at any time 
but now when you are not at home whiles the tap is flowing, and you don’t get anyone 
to fetch water for storage and later use, you will be in trouble.” (Theodora, 
menopausal, La) 
The communal taps in La and Kotei are metered and billed monthly (Figure 5.16). In La, the 
meter is under the taps, and in Kotei, one meter is at the community pump house and the 
second is at a water treatment plant.  
 
Figure 5.16: Water meter in Kotei (Photo: Kate Simpson) 
Water supply combined with bathing facilities shaped women’s bathing experiences. Water 
and sanitation infrastructure affected women’s abilities to meet their needs, from the design 
of the micro-level bathhouse to the macro-level national water and power supply systems. 
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5.14.5 Social aspects of bathing: “I can’t come out at night to take a shower…” (Efua, 
Kotei) 
PM and menopausal women’s relationship to others added a social dimension to their bathing 
experiences. Relationships to family members, particularly daughters, were identified as 
critical to the bathing process: 
 Interviewer: “How do you carry your water for bathing to the bath house?” 
“My daughter takes it there.” (Felicia, menopausal, La) 
Women relied upon family to fetch and dispose of bathwater, as they were unable to carry 
the water due to joint pains. Participatory mapping revealed that family members often chose 
to fetch water in their own time and that they did not provide it to the women when required. 
The uses of the water mentioned in this case were difficult to disaggregate, but was a point of 
interest having identified irregular bathing patterns during perimenopause.  
Cleansing at different times of the day proved problematic. Night sweats, in particular, led 
women to want to clean themselves, as discussed earlier. However, the nature of cleansing 
for some was dictated by feelings of being unsafe at night to use outdoor bathhouses. Hence, 
women resorted to alternative methods to keep themselves safe: 
“I can’t come out at night to take a shower because the town is very quiet around that 
time and for security reasons, I will prefer to clean with a towel instead.” (Efua, 
menopausal, Kotei) 
5.14.6 Key points: perimenopausal women’s bathing needs 
• Bathing is neglected in WASH but is important for PM women to deal with sweating, 
heavy menstruation and urinary incontinence  
• Seasonal change altered bathing patterns according to the extent to which sweating 
and joint pains were experienced 
• Women’s limited incomes brought the extra costs of buying more water and 
charcoal to meet bathing needs at perimenopause into sharper focus 
• Bathing and water supply infrastructure is not user-friendly, impeding women’s 
ability to bathe comfortably and independently, leading to reliance upon others. 
This is an important issue to consider for an ageing population. 
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• Women have a need to bathe at irregular times of the day, but this is compromised 
at times due to irregular water supply, reliance upon family, and fears over personal 
safety 
 
5.15 Laundry  
5.15.1 Laundering during the perimenopause: “Sometimes when I go to sleep and 
wake up in the morning I realize my bedspread is soiled with blood. That 
makes me wash all the time.” (Abla, Kotei) 
Laundry needs changed for women during the perimenopause. PM leaks of blood (resulting 
from heavy menstrual periods), urine (due to urinary incontinence) and sweat (from day and 
night sweats and hot flushes) increased the level of laundry for women. As demonstrated in 
the quote above, heavy menstrual periods stained bedding and clothing, both of which 
required regular changing and frequent washing. Unpredictable, erratic blood flow was 
difficult to manage with existing menstrual hygiene management techniques (section 5.12.1), 
leading blood to leak into and stain clothing: 
“You know we were not using pads in our days so when you are menstruating, you can 
soil your cloth at any time and that increases my laundry.” (Efua, menopausal, Kotei) 
Menstruation influenced the nature of laundry, and where laundry was washed. Discussions 
with women in a mapping session in La identified a separation in stocks of clothes and sanitary 
materials which were heavily soiled with blood (Figure 5.17), from other clothes which were 
not stained, and were washed in bathing facilities. Taboos around menstruation influenced 
the method of washing stained menstrual cloths.  
 
Figure 5.17: Mapping comment about laundering sanitary materials (Photo: Kate Simpson, La Map 1) 
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Narrative from a woman who experienced lighter periods during perimenopause indicated 
that women set aside specific sets of underwear for menstruation: 
“I always have my panties selected for menstruation only, so when am menstruating I 
change often so long as I had a lot of panties to wear.”  (Frances, menopausal, La) 
Whilst she did not experience heavy periods at perimenopause, this data is indicative of 
potential practices undertaken by heavily menstruating PM women where laundry is 
concerned. 
Increases in volumes of laundry also stemmed from day and night sweats, which led to 
frequent changes of clothing. Yet, it was identified in these cases that women did not wash 
their clothes to the same degree of frequency, but preferred to “gather all for washing once 
in a week” (Eunice, La).  An increased, larger load of washing was, however, not viewed as an 
inconvenience, though as later discussed in this section, there were infrastructural issues to 
consider for laundering larger loads. PhotoVoice data reflected that women dressed to keep 
themselves cool due to sweating, therefore changing the nature of clothing stocks to be 
laundered at once. This data was provided in photo form by one of the participants in La 
(Rebecca) depicting PM women unknown to the researcher. To protect their identities, these 
photographs have not been included in this chapter. 
Incontinence led to increases in laundry: 
“Yes, sometimes when I finish urinating, I feel my panty is wet.” (Kisi, menopausal, La) 
Similarly, to women experiencing sweating, laundering of soiled underwear was easier for this 
woman if she was able to “wash them all at once” (Kisi, La). Increases in stocks of laundry were 
vivid when incontinence was experienced. One woman stated that she regularly needed to 
change her outfit in full due to urine leaks, subsequently increasing her laundry needs.  
5.15.2 Infrastructural issues faced in laundering  
All of the fourteen women interviewed laundered their clothes on their compounds. 
Infrastructure for laundering was inadequately designed for ease of use. General health issues 
made washing clothes more challenging: 
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“I have a bowl, so I just put it in front of my house and sit because if I bow I'll feel dizzy. 
I have sight disorders too.” (Berta, menopausal, La)  
Absence of user-friendly laundry infrastructure became a prominent issue as health problems 
arose during the perimenopause. Laundry was traditionally done by women by hand, sitting 
down, using a bowl of soapy water on the ground (Figure 5.18). This method of laundering, 
however, became challenging as ageing-related joint pain set in. PhotoVoice images and 
mapping discussions identified a desire among the women to place washing bowls upon a 
higher platform, to make laundering easier due to joint pain. 
 
Figure 5.18: Doing laundry in a washing bowl (PhotoVoice: Elizabeth, Kotei) 
In mapping discussions, women notably expressed a desire for a washing machine due to their 
difficulties in hand washing clothes. Indeed, latter processes in laundry of hanging clothes to 
dry upon a washing line also became challenging due to joint pain.  
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5.15.3 Key points: Laundry needs during the perimenopause 
• Laundry needs increase for women experiencing heavy menstrual flow, day and 
night sweats and urine incontinence. Frequent changing of clothes and bedsheets 
due to soiling arising from these symptoms increases the demand for laundry at 
perimenopause 
• Women with heavy menstrual periods separate soiled clothes to be laundered, due 
to taboos around menstruation 
• Ageing-related joint pains and an absence of user-friendly infrastructure makes 
laundering a challenge for PM women 
5.16 Drinking  
5.16.1 Managing the perimenopause through drinking: “…When I take the water I 
feel relieved.” (Abena, Kotei) 
Drinking was important for women to look after their general health and to manage certain 
PM symptoms, as was identified in the phenomenological review. About half of the women 
interviewed stated that drinking an increased amount of water was important for them to feel 
healthy in general: 
“Previously I take a little water but now am able to drink a lot of water.” (Theodora, 
menopausal, La) 
It was reported that being able to urinate was an indicator of good health, leading women to 
drink frequently during perimenopause and menopause: 
 “I think it helps because I am able to urinate more.” (Mansa, menopausal, Kotei) 
“I think it makes me urinate a lot and that helps me to stay healthy.” (Frances, 
menopausal, La) 
In La, one woman used a bottle of water she had with her during the interview to illustrate 
that she felt that she drank more water since perimenopause: 
“For instance, this big voltic bottle of water I have will get finished by close of day. […]   
It helps me because it makes me urinate.” (Audrey, menopausal, La) 
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Exploring women’s drinking patterns alluded to potential reasons for why issues relating to 
urine infections (Section 5.3.4.2) arose. It was apparent in one interview that a woman with 
urine infections drank water when she was thirsty, but does not “really drink too much” (Afia, 
Kotei).    
Women drank more water to deal with urine infections upon receiving medical advice: 
“Previously when I urinate I feel pains but when I got the advice to drink a lot of water, 
I can urinate without pains anymore.” (Kisi, menopausal, La) 
This woman stated that due to drinking six sachets of water upon this advice, she does not 
“feel the way I used to feel” (Kisi, La). Drinking was therefore critical to urinary health, but 
women needed medical advice at times to improve drinking practices. 
Women experiencing day and night sweats drank more water for better physical comfort: 
“When it happens that way and I feel so uncomfortable I take in some water and that 
cools me down.” (Abena, perimenopausal, Kotei)  
Drinking was important for this particular woman due to her issues with anxiety and heart 
palpitations: 
“When I take the water, I feel relieved and I realized the sweat comes down, my hea[r]t 
cools down by beating slowly. I usually get anxious, that also goes down.” (Abena, 
perimenopausal, Kotei) 
Meanwhile, women experiencing headaches were also vigilant of how much water they were 
drinking: 
“I do drink a lot of water.” 
Interviewer: “Does drinking more water help relieve your headache?” 
“Yes, I think so, I do take oranges too.” (Mansa, menopausal, Kotei)   
“In severe cases I drink six to seven cups of water in a day.” (Esi, menopausal, Kotei) 
Symptoms of dizziness changed the preferred temperature of water consumed. As one 
woman explained, the perimenopause,  
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“…made me feel dizzy and I was told by other older women that I should take in a lot 
more water anytime I feel dizzy. Not cold water but warm and truthfully that worked. 
My dizziness sometimes will last for three days. During such times I am confined in the 
room.” (Berta, menopausal, La) 
Drinking practices were mediated by symptoms of the perimenopause and wider health 
issues. Women ultimately displayed health awareness through drinking. Unlike women who 
drank more water to help their health issues, those experiencing incontinence drank less 
water as part of their management of the symptoms: 
“The problem I have is that, when going out I don’t want to drink water because of the 
frequent urination. Because should I be in a bus and feel like urinating, this will cause 
a lot of inconvenience.” (Abena, perimenopausal, Kotei)  
Drinking was a matter of concern for women with incontinence. The “inconvenience” of telling 
a bus driver to stop to visit the toilet reflects through drinking patterns. Whereas other 
symptoms increased the need to drink, women experiencing incontinence actively reduced 
the amount of water to avoid the need to visit the toilet. 
5.16.2 Access to drinking water  
5.16.2.1 Sources of drinking water  
Women drank from different water sources. Some women drank piped water collected from 
outside of the house. PM women also drank sachet water: 
“We have pipe borne water here, but I drink pure water (sachet) and use it for cooking 
but I do laundry with water from the tap.” (Berta, menopausal, La) 
“I can drink let's say six or eight (sachets) [per day].” (Theodora, menopausal, La) 
Seasonal change influenced the number of sachets consumed: 
“During the hot weather I can take up to 10 or 12 sachets of water, but I don't drink 
much water when the weather is cold. I take in lots of water, so I always drink unless 
the weather changes and its cold, you usually don't feel thirsty during such times.” 
(Frances, menopausal, La) 
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Intermittent water supply due to the power crisis led women to resort to drinking sachet 
water: 
“When it happens like that I buy the sachet water [f]or drinking […] It is difficult since I 
have to buy more sachet water to meet my drinking needs, I have no option. The power 
crisis is down now so we easily get water.” (Abena, perimenopausal, Kotei)  
Therefore, this data indicates that the challenges of providing power at a national level has 
impacts at an individual level, where women find they need to seek alternative sources of 
water to drink, which has financial repercussions.  
5.16.2.2 Perceptions of drinking water quality and treatment 
Women had different perceptions of their drinking water. In Kotei, one woman felt that there 
were issues with the taste of the piped water which they drank: 
“Yes, before we use to fetch water from the ground […] The water we access now is 
salty but before it wasn’t like that, it was tasty.” (Oheama, perimenopausal, Kotei) 
 
Figure 5.19: Piped water in Kotei (Photo: Kate Simpson) 
Issues raised with the taste indicate potential concerns with the quality of the drinking water. 
These concerns reflect in the fact that this particular woman felt the need to refrigerate the 
water before she could drink it to meet her needs: 
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“When I put the water into the fridge in the morning, by afternoon I can take it […]  It's 
just to keep it a bit freeze so she can put it in the fridge morning and take it in the 
afternoon then that’s ok, you don’t taste the saltiness when it's in the fridge.” (Oheama, 
perimenopausal, Kotei)  
Where facilities such as refrigerators were available, it was easier for women to treat the piped 
water for later consumption. In the community context, alternative techniques were 
warranted. Discussions in a mapping group in La revealed that because the piped water was 
not always clear, taps would be opened for the water to run through for some time, before it 
was collected when it was deemed to have better quality. 
 In an interview, one woman felt that the water quality in La was  
“good I fill my bottles and place it in the fridge.” (Audrey, menopausal, La) 
A participant, who was a sachet water seller herself, stated in her interview that she thought 
sachet water and piped water were both of good quality. Whilst she did not know whether 
the piped water was treated, she explained that she  
“… know[s] pipe water is safe for drinking. So when we fetch it, we don’t treat it. 
However, I take only sachet water now.” (Kisi, menopausal, La) 
This woman experienced both urinary incontinence and urine infections when drinking the 
piped water, which prompted her to drink sachet water instead. This indicates that women 
drink from different water sources, and this has an impact on urinary health. There are 
indications, therefore, that water quality is not always easy to determine for PM and 
menopausal women.  
5.16.2.3 Cost 
The cost of drinking water was a factor for women to consider, but to an extent. One woman, 
Abena, found the need to buy more sachets of water a challenge, due to the power crisis. In 
this case, an increased intensity in sweating during perimenopause, led to more drinking of 
sachet water to deal with these symptoms. This woman had to be mindful of her budget: 
“It’s costly but I have no choice.” (Abena, perimenopausal, Kotei) 
 The cost of drinking water was less of an issue for other women: 
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“… I get water to drink anytime I want. The cost is okay for me.” (Mansa, menopausal, 
Kotei)   
“The cost is ok.” (Abla, perimenopausal, Kotei) 
“Oh yes just it is 10 pesewas (US$0.02), very cheap. Sometimes you can get 4 for 50 
pesewas (US$0.10).” (Frances, menopausal, La, quoted verbatim) 
In some instances, there were indications that women were willing to pay for water which 
they perceived to be of good quality: 
 “it is okay, there are two types, one for 20 pesewas (US$0.04) and the other for 10 
pesewas but I buy the 20 pesewas one because I noticed it is good for me.” (Theodora, 
menopausal, La) 
Health consciousness was also a factor for women to consider in choosing the type of water 
which they buy to drink. For women on lower incomes, the power crisis brought the costs of 
sachet water forward as a greater concern.  
5.16.3 Key points: Drinking 
• Drinking is perceived as important for maintaining good PM health for women 
generally 
• Women sought medical advice upon drinking to maintain good urinary health in the 
perimenopause and beyond 
• Some women drink more water during the perimenopause, some drink less 
• Drinking helps to relieve the symptoms of day and night sweats, headaches, 
dizziness, heart palpitations and anxiety experienced during the perimenopause 
• Women experiencing incontinence reduce the amount of water which they drink to 
reduce risks of urine leaks 
• PM women sometimes prefer to drink warm water to relieve their symptoms 
• Access to piped drinking water and sachet water is influenced by power supply, 
perceptions of drinking water quality and treatment, and the cost of and price 
women are willing to pay for drinking water 
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5.17 Solid waste management: “…some people fail to do the right thing” 
(Eunice, La) 
5.17.1 Solid waste management during the perimenopause 
Provision of adequate solid waste management was an issue for women during the 
perimenopause in Ghana, which did not arise in the phenomenological review directly. MHM, 
especially for heavily menstruating women, highlighted the inadequacy of existing solid waste 
management services. One woman in Kotei, who experienced heavy menstrual periods, 
explained how a lack of solid waste incinerators to dispose of menstrual hygiene materials, 
prompted her to carry her soiled materials from the public toilets for disposal at the 
community dumpsite: 
“No, I keep it on me till I get back so that I can properly wrap it in a poly ba[g] and 
dispose it.” (Abla, perimenopausal, Kotei)  
 
 
Figure 5.20: Dumpsite in Kotei (Photo: Kate Simpson) 
The perimenopause brought a new dimension to the management of menstrual hygiene 
waste. In a context where menstruation is taboo, the soiled materials of heavily menstruating 
PM women could be regarded as “secret waste” which women do not wish others to see. The 
absence of incinerators in public toilets and the disposal of the waste at a public community 
dumpsite (Figure 5.20) therefore made it challenging for women to conceal the fact that they 
were menstruating heavily. In La, a woman who used a public bath to bathe, highlighted the 
challenges of inadequate solid waste disposal in bathing facilities: 
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“I remove it when am going to take my bath, wrap it with a paper and put it in the 
dustbin.” (Audrey, menopausal, La) 
Women raised concerns about solid waste management service provision generally, and 
mostly in the mapping discussions about the communities.  Ageing-related joint pains made 
waste disposal at community dumpsites difficult. One woman in a mapping session in Kotei 
stated that she relied upon her children to go to the dumpsite on her behalf. The women in 
this group mapping session made a collective recommendation for waste collection services 
to be extended to Kotei due to their ageing-related difficulties in waste disposal.  
In La, a waste collection service was provided in some parts of the community (Figure 5.21). 
One woman discussed the benefits of the service for her: 
 “Dumping waste has been made easier with private waste collection systems so it has 
helped. I don't need to walk a distance to do all these.” (Berta, menopausal, La) 
Figure 5.21: Waste collection carts in La (Photo: Kate Simpson) 
The service provision was, however, limited. As another woman in La revealed, there was a 
delay in receiving the household dustbins promised to them by the municipal authority: 
“Some time ago some people came to write our names to supply us with dustbins, but 
it is still not here.” (Audrey, menopausal, La) 
Affordability was an issue of concern. A group of women in a mapping session in La raised the 
fact that they paid 1 to 5 GHC per bag of waste for the waste to be collected. This group 
expressed wider concerns for the community, and discussed their fears over community 
 278 
 
health problems if the waste was not collected. This indicates that women’s duty of care and 
concern extended beyond themselves and their households, and towards the wider 
community. Indeed, as one woman commented on the wider waste management practices of 
residents in La, 
“Previously rubbish is taken to the dumpsite but now they put them in the gutters. some 
people fail to do the right thing.” (Eunice, menopausal, La) 
PhotoVoice data (Figure 5.22) from another woman in La (Rebecca) reflected these concerns: 
 
Figure 5.22: Refuse in a gutter in La (PhotoVoice: Rebecca) 
As a WASH advocate and WASH committee member in La, this woman actively sought to 
maintain good solid waste management practices. Failing solid waste management services 
at a community and municipal level was problematic for PM and menopausal women in 
meeting their WASH needs.  
5.17.2 Sweeping 
Sweeping was identified as an aspect of solid waste management which became challenging 
for women during perimenopause and into menopause. Domestic WASH practices such as 
sweeping are part of women’s roles in Ghanaian society, but become harder during the 
perimenopause. A daily duty, sweeping was identified by 4 out of the 5 women who 
participated in the PhotoVoice exercise as an activity which became more challenging due to 
joint pains (Figure 5.23). These images indicate that ageing-related symptoms of the 
perimenopause impact women’s ability to fulfil their domestic duties in a patriarchal social 
context.  
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Figure 5.23: Sweeping in Kotei (Left) (PhotoVoice: Elizabeth) and Sweeping in La (Right) (PhotoVoice: 
Rebecca) 
5.17.3 Key points: Solid waste management 
• Inadequate provision of solid waste management services poses significant 
challenges for heavily menstruating PM women 
• Ageing-related symptoms make sweeping and the disposal of solid waste difficult 
for PM women, leading to a dependency upon children 
• Access to solid waste management services for PM women is influenced by 
municipal level activity and individual finance 
• PM and menopausal women are conscious of good waste management practices for 
good environmental health 
5.18 Chapter summary 
This chapter has analysed the results of the first part of data collection in Ghana, opening the 
door to understanding the WASH needs of PM women, meeting objectives one, two and three 
and their associated research questions (see Section 5.1). The chapter began with an overview 
of the sample who participated in the study, before going into a more detailed analysis of the 
symptoms of the perimenopause and ageing issues which they experienced. This chapter has 
highlighted how women’s understanding of the perimenopause and WASH issues are shaped 
by talking to others, education, and ICTs, technology and media, and that these women have 
certain expectations for their water and sanitation needs to be met. PM women’s hygiene 
needs are diverse, and include bathing, laundry, MHM, toileting, urinary incontinence 
management, drinking and solid waste management. These hygiene needs are shaped by 
wide-ranging factors, including issues relating to infrastructure design, finance, social aspects, 
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seasonality, and notably, access to adequate water and sanitation services as and when 
needed. The WASH needs of PM women also highlight the need for WASH research and 
practice to pay greater attention to issues of ageing overall, through user-friendly 
infrastructure design and provision. Chapter six analyses the data from the stakeholders 
interviewed in Accra and Kumasi to understand how the WASH needs of PM women can be 
met. 
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 CHAPTER SIX: DATA ANALYSIS AND DISCUSSION (3): DOOR TO 
MEETING THE WASH NEEDS OF PERIMENOPAUSAL WOMEN 
 Chapter outline 
This chapter provides an analysis and discussion of the environmental health professional 
(EHP) perspective, opening the door on how the WASH needs of PM women can be met. 
Chapter 5 analysed in great depth the narratives of PM women in Ghana, which raised a wide 
range of different WASH needs to be addressed. In this chapter, the focus is on a response to 
these needs (Figure 6.1) through a mixture of approaches, in order to achieve the research 
aim, based upon the views of different EHPs: 
 
Figure 6.1: Responding to the WASH needs of PM women 
A mixture of hardware and software approaches are needed to meet the needs of 
perimenopausal women. Hardware solutions are technological, whilst software solutions seek 
to promote behaviour change (DFID, 1998).  Using three case studies presented in a vignette 
exercise which were based on the data from PM women in La and Kotei, EHPs identified WASH 
solutions to meeting the needs of PM women, justifying each measure within the budgetary 
context for the municipality which was known to them in semi-structured interviews. The 
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analysis framework for the EHP perspective was established prior to conducting the 
interviews. A set of potential solutions was generated through discussions with academics at 
WEDC, and presented on slips of paper to the EHPs, with three case study vignettes, to choose 
from. The solutions on these slips provided the initial analysis framework. EHPs had the option 
to provide their own recommended solutions, which expanded the original framework for 
each case study to incorporate new solutions. Interview data was coded in NVivo 11 using 
three parent nodes, case studies 1, 2 and 3. The solutions identified were then manually sorted 
by printing the node list and coding them using pen and paper according to their relation to: 
awareness, education and understanding, ensuring good perimenopausal health, and meeting 
women’s bathing, laundry, toileting and solid waste management needs. These categories 
formed the basis of the structure for this chapter. The next section outlines the budgetary 
contexts for the local municipalities for the case studies, La and Kotei, before the remainder 
of the chapter opens the door to the solutions for meeting the WASH needs of PM women, as 
identified and discussed by EHPs when responding to the vignettes in the interviews. 
 Funding context for measures 
EHPs were asked to respond to vignettes within the budgetary context for their local 
municipalities, and the results of this chapter are framed within the budgets used by the 
municipal assembly for La and the sub-metro authority for Kotei. For La Dade-Kotopon 
Municipal Assembly (LaDMA), the District Environmental Sanitation Strategy and Action Plan 
(LaDMA, 2013) states that the budget for the municipal assembly to implement water and 
sanitation programmes in the area comprises: internally generated funds of LaDMA, the 
District Assemblies Common Fund and District Development facility from central government, 
and funding from non-governmental organisations and multilateral organisations such as the 
Africa Development Bank, Exim Bank and the World Bank. The Development Planning Officer 
at LaDMA explained how water and sanitation projects for communities in the district, 
including La, were currently being supported: 
“Then we also have some support coming from the World Bank and that comes in the 
form of this GAMA, Greater Accra Metropolitan Area, sanitation and water. Even the 
name itself should tell you, sanitation and water. So we are looking at sanitation and, 
at the same time, the water issues to address all these. So we have some funding from 
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the World Bank to help us address the sanitation needs of the community.” (EHP1, 
Development Planning Officer) 
The GAMA sanitation and water project seeks to ‘increase access to improved sanitation and 
improved water supply in the GAMA, with emphasis on low-income communities; and to 
strengthen the management of environment sanitation in the GAMA’ (SAL Consult Limited, 
2017).  Funding the construction of household toilets for residents in LaDMA was done 
through an Output Based Aid model: 
“The Assembly, in her own way, can decide to support with some funding so that the 
GAMA Water can also improve on the water issue within the community. Let me give 
you an example with the toilet facility. We have one we call OBA, that is the Output 
Based Aid. It’s a funding arrangement under GAMA. Now we give you the facility, you 
pay 50% of it and the Project also adds 50%.” (EHP1) 
The LaDMA Development Planning Officer went on to explain that USAID Ghana had built 
toilets in La through the C40 scheme of which Accra is a part, with the aim to tackle climate 
change and improve the wellbeing, health and economic opportunities of residents 
(http://www.c40.org/about). Funds from this scheme for LaDMA were supported by the 
Global Alliance NGO (EHP1). 
In Kumasi, the District Assemblies Common Fund provides the main source of support for KMA 
and its constituent sub-metros (MLGRD, 2011). USAID’s African Cities for the Future fund has 
supported development of water and sanitation facilities in Kotei (Leathes, 2012).  
The next sections of the chapter offer recommendations for meeting the WASH needs of 
perimenopausal women, as identified by EHPs at LaDMA and Oforikrom sub-metro, within the 
context of these funding sources. 
 Awareness, education and understanding  
The primary recommendations for meeting the WASH needs of PM women focused upon 
awareness creation, education about the perimenopause and ensuring a greater 
understanding of the issues faced by women at a community level. This section explores the 
perspectives of different EHPs upon ensuring awareness and understanding.  
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6.3.1 Community awareness, engagement and empowerment 
Creating community awareness, engagement and empowerment were regarded by EHPs as 
core strategies to addressing PM women’s WASH needs. The primary focus of engagement 
and empowerment would be to create awareness of the perimenopause and attendant issues 
relating to WASH: 
“That’s why I said the community awareness is the most important thing. The 
awareness leads to… if the person is aware of what is happening within the system or 
even within his own body or her body, if something happens, automatically she will 
know how to take care of herself. She’s aware of what is happening within the body. 
But if the person is not aware of what is happening within the body, then she becomes 
worried. She becomes more worried and that worry then will transfer to somebody 
also. We live in a community where your problem is my problem. So if the awareness is 
there, then it’s okay.”  (EHP5, Businessman, construction industry) 
Awareness was identified as a way forward to increase women’s understanding of the 
perimenopause as a normal biological process (EHP8, Senior Community Development Officer 
and WASH worker for La), as it is ill-discussed in the patriarchal Ghanaian society (Bhakta et 
al, 2016). Further, potential was seen in addressing any fears about the perimenopause held 
by women “so they don’t get scared when it begins” (EHP2, Social worker, community 
development), and to ensure good self-care (EHP7, assistant planning officer).  
Engagement with women in the community was seen to involve ensuring that they had good 
hygiene and self-care practices, which had implications at an individual and a community level. 
Individually, women would be encouraged to seek the help which they require (EHP4, NGO 
worker). Community engagement and empowerment was regarded as having potential to 
ensure women knew how best to individually take care of their health and hygiene “because 
of the high training we will be giving them” (EHP5). EHP5 explained that whilst water and 
sanitation infrastructure was lacking in communities such as La, creating awareness of good 
use (e.g. good disposal) would prepare them for the eventuality of service provision from the 
government. 
Consideration was warranted for awareness creation of appropriate hygiene practices. Water 
and sanitation infrastructure, either existing or with the potential to be provided, was not 
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viewed as being operable by all for one stakeholder at KMA (EHP13, deputy director of waste 
management). Through measures such as hygiene promotion and education, possibilities 
were raised by EHPs to teach perimenopausal women to use the infrastructure effectively. 
The gradual implementation of projects to build household toilets across Ghana raised the 
need to educate communities about their use through the vignette process, with EHPs calling 
for particular attention to perimenopausal women’s needs. It was argued that unless 
awareness and engagement are carried out, projects risk failure (EHP10, environmental health 
officer). EHPs thought that ensuring good health for perimenopausal women could provide 
good health for the wider community; on one level, effective engagements for reduced 
hospital visits (EHP6, quantity surveyor), whilst on another, creating awareness and 
empowering the community would “make life easier” (EHP5) and improve the community 
environment (EHP10).   
LaDMA had a proportion of the budget committed to community interventions:  
“So each year in our plans and in our budgets we have made provision, in terms of 
budget provisions, to take care of education, campaign, promotion, awareness, 
sensitisation. There’s a whole budget on that. That has been devoted to the social 
welfare and community development as far as championing this is concerned, so the 
Assembly has some funding around them.” (EHP1) 
Community interventions were implemented by service providers, therefore engagement and 
empowerment were critical for the service providers themselves (EHP1). A sense of 
responsibility to be well trained to deliver community awareness was important. Drawing 
upon the Municipal Education Unit at LaDMA facilitated training for professionals at the 
municipal authority to effectively deliver programmes of relevance to perimenopausal 
women. Engagement with perimenopausal women was deemed important to facilitate 
innovations and solutions to address concerns by avoiding “ivory tower planning” (EHP1), 
otherwise without their participation, decisions could not be made at the Assembly level, 
“It would be difficult for us to know what their needs are and how to help.” (EHP1)  
It was assessed that community awareness has the potential to ensure community members 
themselves are able to assist in meeting perimenopausal women’s needs through awareness 
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and training at the household level, and engaging the community and creating awareness 
could pave the way for facilitating gender equality. EHPs saw that a lack of governmental 
gender policies warrants attention, and should consider needs of perimenopausal women 
(SH4). 
Yet, there are concerns about the practical implementation of these measures recommended 
by the EHPs. WASH needs for PM women are hidden, mainly through taboo and a lack of 
willingness among PM women to share their views with the outsider. EHPs discussed the need 
to raise awareness, however as this thesis has demonstrated, this would be challenging to 
implement. Identifying the WASH needs of PM women required the use of feminist 
methodologies which enabled them to reveal their hidden experiences through narratives, 
given to a female-led research team. Community ‘awareness’ programmes would not be 
implemented through simply campaigning for or championing the cause in similar ways to 
other WASH programmes such as handwashing. Community awareness would only work if PM 
women were willing to share their experiences with professionals, and it is only likely that this 
would happen with a female team of professionals. Indeed, this is an unlikely effective 
outcome in a male-dominated WASH sector.  
6.3.2 Communication techniques 
Effective communication techniques were recommended for community awareness and 
engagement to work. Communication about perimenopausal health and WASH needs were 
viewed as complementary to engagement, and if the techniques are good,  
“…then you have the majority of them participating and the information should reach 
the target group and you will get them participating in the communication.” (EHP13) 
EHPs saw a possibility to reach the most marginalised community members. EHP6 located 
effective communication within the rights-based approach to WASH provision. 
Communication within the community was assessed to have the scope to reach 
perimenopausal women who may also be disabled, if techniques are tailored to the individual 
(EHP6). Yet, the reality is that communicating on a hidden issue is challenging, due to lack of 
willingness for PM women to discuss these issues openly. PM women would need to come 
forward to talk about their WASH needs, which at a wider scale is unlikely to happen where 
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the perimenopause is taboo globally, and particularly in low-income countries where WASH 
services are lacking. 
6.3.3 Greater attention to perimenopausal women 
Understanding the needs of perimenopausal women warrants paying particular attention to 
them as individuals. EHP12 (environmental health officer) explained that as a “neglected” 
group in society, perimenopausal women needed encouragement and attention to help them 
through the life stage, especially if the community is unfamiliar with the issues being faced. 
This indicates that EHP12 acknowledged the lack of discussion about the topic, but his remarks 
suggest he perceives the perimenopause explicitly as taboo, as “nobody will want to associate 
himself or herself with such a person”. Attention to the perimenopause was viewed as 
necessary to ensure women were aware that it is a temporary transition phase of life (EHP12). 
Focusing upon the perimenopause would also alert women to wider long-term health issues 
linked to it (EHP9).  
6.3.4 Promoting hygiene and community health education 
Hygiene promotion and community health education was regarded as a wider community 
benefit. The medical director at LaDMA, a doctor (EHP11), stated that hygiene promotion and 
education were best implemented through TV and radio media (see chapter five section 5.6). 
Hygiene promotion concerned effective MHM. EHP2 argued that community health education 
would help women to stem the heavy menstrual flow down their legs using sanitary pads, 
because they would “be exposed to lots of options”.  When questioned about the cost of pads 
being recommended, EHP2 acknowledged that whilst pads were often expensive, cheaper 
products were available. It was assessed that “hygiene particulars should be included” 
(EHP13). Yet, more work is required on providing effective MHM products which do not leak 
and seemingly to raise greater awareness of these issues among service providers.  In the 
context of MHM and issues with travelling when heavily and irregularly menstruating for 
instance, hygiene promotion would ensure a perimenopausal woman is prepared and “ready 
to clean herself” (EHP13). Hygiene promotion requires training women to use sanitary pads. 
EHP1 felt that training women who were using cloths to use pads required “serious education” 
for them to adjust, from the use of the pad to effective disposal. Implementing MHM training 
needs  
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“…a leader to champion this. The leader will be a woman from the community that is 
experiencing it to champion that cause and when it comes to that, we have a 
department in charge of that and we call that department, Social Welfare and 
Community Development.” (EHP1) 
Promotion of hygiene includes bathing, particularly for heavily menstruating women to know 
“how to maintain themselves and stuff” (EHP6). Educating women on good hygiene during 
perimenopause was perceived to have wider implications for disease prevention in the 
community, because the spread of bacteria from menstrual blood and urine would be reduced 
if these waste products were contained and treated. Provision of any new infrastructure 
warrants training on its use for these purposes, particularly where communities have not 
previously been exposed to such facilities.  
Ensuring good perimenopausal health was considered an economic benefit of hygiene 
promotion. Fewer health issues provides a greater potential for women to work. Hygiene 
promotion is thus needed in an employment context too. Food sellers require training on how 
to tie their hair back for instance (EHP8). In turn, a livelihood would enable women to buy 
appropriate hygiene products to meet their needs (EHP10).  Hygiene promotion ultimately is 
linked to financial factors, but has potential to provide economic benefit during 
perimenopause. 
6.3.5 Education of the girl child 
Education about the perimenopause and good hygiene during it was seen to plausibly be 
extended to young girls.  Lack of awareness about the perimenopause prior to entering it had 
the potential to be addressed at earlier life stages: 
“…if girls are trained earlier to make them be aware that this condition is there, and 
they can have it. As they are growing, it can happen to them that they will go through 
this kind of condition and if they are given the training, that maybe in case you find 
yourself in this condition, this is how you should change, you should go about your 
things.” (EHP12) 
It was viewed by EHP12 that educating young girls about hygiene during the perimenopause 
could not only dispel local taboos and myths around witchcraft, but also ensure younger 
generations are better prepared for the perimenopause (EHP12). EHP12 went on to state that 
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this could prevent any fears of wrongdoing due to perceived links to witchcraft. Educating girls 
about the perimenopause would, however, need to be approached cautiously. Adolescent 
girls already face significant changes at puberty to understand, and the onset of menstruation 
at menarche can be an unpredictable time in a similar way to the perimenopause. Education 
would need to ensure clarity about the distinction between the two stages, and could benefit 
a different age cohort to girls who are only at menarche but instead have menstruated for 
some time, and therefore could extend to young women. 
6.3.6 Help age seminars 
Help age seminars, focussed on educating women of a certain age about the menopausal 
transition, could raise awareness and educate women about WASH during the 
perimenopause. Seminars would need to be targeted and focused towards an appropriate 
audience of women approaching the perimenopause aged 40 and above, to warn women 
about the symptoms (EHP4). Raising awareness within a target group of women means that 
“They can even step it down to their kids, so they have a certain flow of information 
within communities.” (EHP4)  
By running seminars in collaboration with community health nurses, as is done in La (EHP4; 
EHP8), there is potential to reach perimenopausal women with greater ease to teach them 
how to take care of themselves (EHP8). Seminars would increase awareness of health issues 
relating to perimenopause, leading to programmes such as breast screening which was 
recently conducted in La at the time of interviewing. Potential routes to implementation, 
intended for effective capacity building are evident at LaDMA: 
“When those seminars are organised in collaboration even with the district assembly 
like LaDMA here, it will help facilitate a lot more of these issues. […] The seminar can 
be coordinated by CSOs or NGOs and also the District Assembly will be coordinating 
such seminars, in anticipation that you hand it over to the women’s groups or to the 
aged groups themselves, so they themselves can manage it.” (EHP4) 
Seminars need to be held frequently for greater effect, the responsibility of which lies with 
the municipal assembly. EHP4 noted that it was incumbent on LaDMA to take the issues of 
perimenopausal women seriously through regular seminars. For longer term programming, 
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“… the seminars are also very essential for the aged. I think these are the most 
important thing.” (EHP5) 
6.3.7 Effective training of engineers 
Training is required on adequate community water and sanitation provision for the engineer.  
“The engineers are the people who go to the field and make sure that all those things, 
like the disposal, the implementation have been followed effectively. So that’s where 
the engineers too come in.” (EHP5) 
Training needs to be specific to meet the technical needs of perimenopausal women (EHP1). 
Engineers, in turn, require training on how to advise communities to maintain services which 
are often lacking, and thereby hinder perimenopausal women’s ability to meet their irregular 
needs for water for instance. Training the providers of water and sanitation services thus leads 
to training of service users.  
6.3.8 Key points: awareness, education and understanding 
• Greater awareness of the perimenopause and related WASH needs is needed at 
both a community and stakeholder level, for better health and hygiene during the 
perimenopause 
• Communication and greater attention to the issues of perimenopausal women could 
increase awareness, but this would be challenging unless there is an effective way 
to enable PM women to share their needs. Awareness can be gained through 
hygiene promotion and education, education of the girl child, help age seminars and 
effective training of engineers. Programmes need to be targeted to ensure that 
different life stages are distinguished clearly however, and that girls who need to 
know more about menarche are not confused by education about perimenopausal 
menstrual irregularities 
 Ensuring good perimenopausal health 
Measures were recommended to ensure good perimenopausal health. Strategies were a 
mixture of approaches which addressed women’s health needs. 
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6.4.1 Hospital visits 
It was said by the EHPs that regular visits to the hospital could promote good health. EHP12 
suggested that hospital visits would provide a way to address issues that women are 
unfamiliar with. Taboos and silences around the perimenopause mean that women may not 
always understand the issues arising. Hospital visits provide the scope for women to gain 
awareness of specific health problems and to be treated accordingly. However, a 
recommendation to regularly visit the hospital should be considered with caution. Advising 
PM women to visit the hospital for different PM symptoms risks the medicalisation of the 
perimenopause, which is a normal, biological part of women’s reproductive health.  
6.4.2 Health worker advice 
Health worker advice was considered an important factor in raising awareness that the 
perimenopause is a natural phenomenon. EHP13 explained how it would be a part of 
reassuring women: 
“…somebody should advise her and to get the best advice, it should come from a health 
worker. So first, the advice should go to her that this is natural. If you are about to enter 
your menopause, you’re likely to experience this so be cool. So the health advice will 
civilise the situation for the individual.” (EHP13) 
Ensuring that there are no underlying health problems could be achieved through 
perimenopausal women seeking health worker advice. The medical director and doctor for 
LaDMA (EHP11) explained that getting health worker advice gave women the opportunity to 
be referred to specialists if experiencing heavy menstrual bleeding. This is important because 
heavy bleeding has the potential to be related to problems other than the perimenopause, 
such as cancer.  
EHP7 recommended health worker advice in consideration of his knowledge that his mother 
was menopausal at the time of interview:  
“…my mum goes to the hospital every two weeks. She has to go and see the doctor 
because sometimes she sweats a lot.” (EHP7) 
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Women’s bodily changes warrant professional support: 
“One thing I’ve realised is that when you get to the age of menopause, after menopause 
or at the age of menopause, there are several other health issues that actually come in 
as a woman. Women have a lot of complex systems – after birth, when you reach the 
age of menopause, you are transiting to another age and all those things. […] It is very 
important to have regular health worker advice – very, very important to have regular 
health worker advice and sometimes to do frequent diagnosis to look at how your 
system is changing. At each point in time, a woman’s changes.” (EHP7) 
Health worker advice was seen as necessary to change hygiene practices. Being advised about 
safe drinking water sources could improve wellbeing (EHP4). Thus, health workers have a role 
to play in ensuring the WASH needs of perimenopausal women are met, but in a similar way 
to hospital visits, care should be taken not to medicalise a normal process in women’s lives. 
Advice has the potential to come through different media. Meeting health workers in person 
can be supplemented by listening to the radio (EHP11), as was done by some of the women 
in La and Kotei. 
6.4.3 Medication 
Health worker advice was seen to be a potential source of medication recommendation. 
Medicine was seen as a way to help women to be “more useful and effective” (EHP5) and stay 
“very healthy” (EHP4). It was argued by EHP13 that heavy menstrual bleeding may warrant 
the intervention of medicines or tonics, but only under medical advice: 
 “The medication probably will come from the advice, depending on the advice that the 
health worker will give. Once she’s bleeding excessively, she might need some blood 
tonic or something, or take some drugs that will actually help to replenish the excessive 
blood loss, depending on the situation of the person. So the medication could be 
optional.” (EHP13) 
Advice about medication was seen to be important in a Ghanaian context. The perimenopause 
and related symptoms are dealt with mostly through local traditional medicines (EHP7), 
possibly due to their relative affordability and availability to women compared to commercial 
medicines. Potential was perceived in using traditional techniques which have existed for 
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many years in Ghana to help women to relieve their symptoms at home, in combination with 
medicines from the hospital. Caution was however also raised by EHP7: 
“But sometimes the danger is that when you combine the two, you can have some 
reactions to yourself.” (EHP7) 
EHP8 stated that women and children are actively encouraged to sign up to the national health 
insurance scheme. This scheme could provide a potential route for women to access free 
medication to treat symptoms such as urinary incontinence and joint pain (EHP3). Ease of 
access to medication is enhanced for women in La for instance, due to the community’s 
proximity to a hospital (EHP8). However, this ease of access to medication risks the 
medicalisation of the perimenopause, which is a normal biological process. 
6.4.4 Involvement of health and environmental health directorates 
Recommendations were made for greater involvement of the health directorate and the 
environmental health directorate, which are based at a regional level in Ghana. It was assessed 
that the directorates could play a role in health and hygiene promotion for perimenopausal 
women, through educational programmes that appeared to already be happening. Yet it was 
not clear whether these programmes had already incorporated the perimenopause as part of 
their agendas, or were simply a way of responding to the interview questions to make it 
appear that action was being taken: 
“So the Health Directorate, I’m talking about an institution we have here. They have a 
directorate, they can gather people, they can talk to them and explain the issue to 
them. They also have an educational programme. So yes, you are now 40, one day you 
come to 50 so you may have menopausal reports. […] The institutions are our Health 
Directorate organising meetings, forum or fora, to discuss menopausal issues and bring 
on board people facing the problem.” (EHP9) 
The work of the health directorate requires support from the environmental health 
directorate. The environmental health directorate could advocate the provision of adequate 
water supply and sanitation, in turn helping to promote good health.  
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6.4.5 Key points: ensuring good perimenopausal health 
• Women need to engage with health services such as hospitals for better 
understanding of the perimenopause and to access treatment for specific health 
issues 
• Health worker advice can increase awareness of the perimenopause, supporting 
information accessed through the media. Health workers can assist with monitoring 
of health and provide treatment 
• Medication, accessed through national health insurance, can be used to treat certain 
health issues 
• Ensuring good health for perimenopausal women requires collaboration between 
the health and the environmental health directorates 
 Meeting water needs 
6.5.1 24-hour water supply 
24-hour water supply was recommended to meet various water needs. There was 
acknowledgement from the EHPs that the power crisis and resulting irregular water supply 
was an issue for perimenopausal women, including women menstruating heavily. In 
conjunction with adequate hygiene facilities (EHP6), water supply was needed at a household 
level: 
“So the reason why I chose 24 hours water is to make sure there’s enough water supply 
in the house for her for any hygiene or anything that concerns water, you can get the 
water throughout.” (EHP6)  
The option of a community borehole in the eventuality that piped services could not be 
provided remained open for EHP6. Borehole provisions need to be safe to avoid disease.  
Existing water supply systems in Ghana are inadequate because “poverty is killing us in Africa” 
(EHP6). Provision of 24-hour water supply therefore needs a national-level strategy, due to 
the poor financial system in Ghana (EHP6).  
On-site 24-hour supply would address issues of accessibility due to issues with carrying water. 
There is scope to reduce women’s dependency upon their children to collect water if water is 
piped to the household. 24-hour supply addresses ageing related issues. 
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An on-site 24-hour water supply would mean a perimenopausal woman can “easily clean 
herself up” (EHP2) when experiencing heavy periods. 24-hour water supply can enable women 
to meet their needs to bathe at irregular times and “to have a stable source of water to take 
care of yourself” (EHP7).  The development planning officer for LaDMA (EHP1) drew upon the 
implications of improved water networks for bathing: 
“… we will make sure that the water networks, everything to do with water within the 
community are improved on so that she can have easy access to water. She will be able 
to now take regular showers.” (EHP1) 
Easy access to clean water addresses women’s drinking needs for improved health. Indeed,  
“….a 24-hour water supply is very important because as she’s dehydrating more, she 
needs to drink water more. Anytime there is a break in the flow of water, it is going to 
affect her, and she will dehydrate more and that could affect her medically. […] the 
Government provision should be sustained so that she can get something to drink.” 
(EHP7)  
In summary, 24-hour water supply which is affordable (EHP1) would meet a wide range of 
needs. Water needed for bathing, laundry and toileting involve the effective interaction of 
water with infrastructure. As EHP9 states,  
“At that stage, she has to bathe. She’s urinating, she does need to drink water to 
replace the water she’s losing. The water must be clean, she needs potable water to 
drink. The clothing must be washed. Urine and the excreta or whatever it is must be 
flushed. So you need water, water must be available. The WC will be there, the good 
toilet will be there but still you see we have certain programmes, so water must be 
available. The water goes through this, it enters this.” (EHP9) 
PM women need access to water at irregular times. Provision of 24-hour water supply would 
meet multiple WASH needs, but, in contexts such as Ghana, issues with power supply make 
this provision challenging.  
6.5.2 Water treatment facilities 
Water treatment facilities are needed for the improvement of perimenopausal women’s 
health. Existing water supplies in Oforikrom and LaDMA are not ready for consumption and 
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women “have to treat the water before you use it” (EHP13). Stakeholders identified that 
women in the communities are unlikely to know the source and quality of the piped water. 
LaDMA reported concerns about cholera in La in the past two years, indicating the need to 
improve water quality for the community. Treatment facilities such as the Kpong and Weija 
plants in Accra would contribute to addressing issues of “runny tummy” noted by the women 
interviewed in both communities, and as EHP10 notes, to take the health issues of 
perimenopausal women seriously. Improvement in women’s health can only be safeguarded 
if treatment facilities and distribution routes, particularly in sachet water production, are 
monitored for damage and subsequent contamination. 
6.5.3 Water disposal 
Water supply needs to be supported with adequate disposal infrastructure. Reflecting upon 
issues perimenopausal women face with blood stained bathwater, which is exposed publicly 
when disposed on the street, EHP1 said these issues could be addressed  
“…if we provide a proper way of disposing such waste water, giving them the facility or 
a place.” (EHP1) 
Poorly designed bathhouses, which are dated, and a lack of basic facilities in the community 
lead to inappropriate disposal of water (EHP7).  The risk of disease from stagnant wastewater 
is ever present without effective water disposal systems: 
 “…if you don’t take care of the drains very well, it could lead to other environmental 
illnesses which would move in the cycle of illness to come and affect the one who is 
even disposing of and other people in the environment. So it’s very important that we 
have that organised system of drainage in place.” (EHP7) 
Environmental health professionals explained that water disposal systems, including a 
combination of covered drainage and soakaways, should be implemented to reduce the 
attraction of disease-spreading mosquitos.  
LaDMA reported upon existing programmes being implemented in La to try to address the 
issue: 
“So the Assembly is working gradually to construct drains in low income places where 
they do not have drains because when they bath, you see the water scattered all over 
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and then some even gets stagnant and that breeds mosquitos. So we are discouraging 
that.” (EHP8) 
Indeed, as EHP8 explained, “development is not an event, it’s a process”.  Continued advocacy 
of drain construction and the provision of user-friendly infrastructure has the scope to enable 
improved perimenopausal and wider community health. Ageing-related joint pains resulted 
in dependency upon children for perimenopausal women for water disposal. Adequate 
infrastructure could facilitate independence during the perimenopause and beyond. 
6.5.4 Cheaper utilities  
EHPs argued that cheaper utilities would facilitate access to water and sanitation by making it 
more affordable. EHP6 noted high unemployment rates in low-income communities in Ghana, 
such as La and Kotei. Unemployment was a prevalent issue among the perimenopausal and 
menopausal women in the sample. Affordable rates could increase access to water, and 
enable regular 24-hour supply for easy access. Reduced utility rates were regarded by EHPs to 
have the potential to ensure that women have access to water and sanitation facilities on a 
regular basis, to deal with irregular perimenopausal symptoms. Cheaper utilities may however 
be difficult to provide. In countries such as Ghana where water and sanitation services are 
lacking, the costs paid by the users are towards meeting the costs of provision where national 
budgets are squeezed. Cheaper utilities would not be specific to PM women, and require 
consideration for communities as a whole. 
6.5.5 Subsidised water supply for the aged 
Subsidies have the potential to maintain access to water in the event that utility bills for 
household supply cannot be met.  
“If somebody cannot pay water and they disconnect the water supply, then they cannot 
maintain the service in the house. So if there is a subsidy for the aged, then the 
Government can look into that one and they also have water rates for them so they can 
easily pay. Already they are already old, so they can easily pay the water and then they 
can maintain a clean environment.” (EHP5) 
EHP7  argued that subsidies could stem from existing support given to older, retired 
Ghanaians, and should cater for a wide range of demands for water, to enable women to buy 
water with ease and with less concern about affordability. In practice however, this would be 
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more applicable to PM and menopausal women who live alone, which was not the case in this 
research conducted in La and Kotei, where all of the women lived with their families. 
Subsidising water supply is not necessarily therefore a widespread solution to meeting the 
water needs of PM women. 
6.5.6 Key points: meeting water needs 
• 24-hour water supply can enable women to have regular access to water to deal 
with irregular perimenopausal symptoms 
• Infrastructure such as WCs which require water can be used more effectively with a 
24-hour supply 
• Treatment of water improves perimenopausal health 
• Adequate, user friendly wastewater disposal facilities can reduce the spread of 
disease 
• Cheaper utilities and subsidies would improve perimenopausal women’s access to 
water, but would be challenging measures to implement in contexts such as Ghana 
due to budgets and the ways in which subsidies are targeted towards individuals, 
because many PM women live with their families and not alone 
 Meeting bathing needs 
Bathing was identified as a need which is relatively neglected in the WASH sector but is of 
importance during the perimenopause. EHPs identified changes to hardware which are 
required to effectively meet perimenopausal women’s bathing needs, with respect to design, 
connectivity between different infrastructure and economic assistance.  
6.6.1 Better bathing infrastructure 
Better bathing infrastructure than is available in La and Kotei needs to be inclusive and user 
friendly. Challenges faced by perimenopausal women indicate that the existing design did not 
enable ease of use without undue effort (Jones and Reed, 2005), and needed to be improved 
to meet the needs of all, including perimenopausal women. Bathing infrastructure needs to 
consider ageing-related symptoms of joint pain: 
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“As she complains of the pain in the waist, she can’t bend to do a lot of things. So as 
the bathroom is being provided for her in her room, I think that would be easy for her 
and I think she can stop having those pains whilst trying to have her bath.” (EHP3) 
Infrastructure thus needs sufficient consideration of changes faced by perimenopausal 
women over the longer term due to ageing. 
6.6.2 New internal bathrooms 
Internal bathrooms within the house facilitate easy access to a space to wash to deal with 
erratic menstruation, sweating (particularly night sweats) and urine leaks from incontinence. 
Bathrooms inside the house help women to wash as and when needed, 24 hours a day: 
 “…there are times when during the menopausal stage, you do not really have control 
over when… that period, it could happen in the night, it could happen at the daytime 
or it could happen in the morning. Different kinds of women have different phenomena 
when it comes to that stage. So what is very important is to have an in-built 
infrastructure that can give you that guarantee. Suppose you are sleeping, and that 
stage comes and you feel very uncomfortable. If you have a bathhouse in your room, 
you will be able to quickly go there and freshen up and perhaps change yourself.” 
(EHP7)  
 “When you have an internal bathhouse, it’s easy to wash down at any time. So when 
she’s having the heatwaves or sweats and all that, she can just wash down easily.” 
(EHP2) 
Women in La and Kotei use bathhouses which are mostly located outside in the compound. 
Internally-constructed bathrooms would address problems of safety faced by perimenopausal 
and menopausal women, particularly at night: 
“Walking from your room to the nearest bathhouse, anything could happen at night. 
She could be attacked, anything could happen. We have seen some cases in Ghana 
where women, in an attempt to commute from their room to the bathhouse, have been 
attacked. Some have raped. So it is very, very important to have an in-built bathroom 
where the woman can change anytime she wants to.” (EHP7) 
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 “So I am saying that bathhouses or wash rooms should be located within the premises, 
where you have everything in order so you will not be scared when you are bathing 
within your own premises, instead of you going out.” (EHP12) 
EHP12 explained why bathhouses are commonly located in the compound. Scarcity of rooms 
in houses lead families to locate their bathrooms outside, where the risks over safety are 
prevalent. Spaces which are assigned to becoming a bathroom inside the house become 
bedrooms due to larger families living together, compromising easy access for women who 
need to bathe at night. This could be addressed where possible by encouraging households to 
use the rooms designated for bathrooms as bathing spaces, when fewer people are living 
together.  
6.6.3 Drainage  
Improved bathing infrastructure requires the provision of adequate drainage. EHPs reflected 
on the fact that bathhouses typical to communities such as La and Kotei are very old and ill-
designed. Use of a bucket of water to bathe results in disposal of water in the street due to 
lack of drains being connected to bathhouses. Covered, organised drainage connected to 
bathhouses would reduce the risk of disease from wastewater disposed of in the street, and 
reduce the embarrassment of disposing of blood-stained wastewater. Drainage would assist 
women who find water disposal challenging due to ageing related joint pains.  
6.6.4 Soakaways 
Soakaways could potentially enable better bathing for perimenopausal women. Women who 
are heavily menstruating could benefit from a soakaway in proximity to drainage from 
bathhouses: 
 “…because after washing, the waste water should be channelled through proper drains 
or a soakaway or whatever so that you also don’t create any blood in the system.” 
(EHP13)  
Disposal of blood-stained waste water in the street is embarrassing for women who are 
bleeding heavily. Soakaways could reduce blood stains from the water being exposed onto 
the street, reduce the risk of disease and reduce embarrassment for women. Whilst 
soakaways were endorsed by 3 of the 13 EHPs as a measure to meet the needs of 
perimenopausal women, EHP10 had issues with the prospect: 
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“Soakaways, normally when it is not done properly, affects underground water. In our 
part of the world, for La, let’s me say here, there are people who are trying to access 
water underground, that is boreholes. People are constructing boreholes. So these 
soakaways normally find its own way down there. […] So we are not encouraging 
soakaway pits, but we are rather looking at an effective drainage system where 
everything will be collected through the drain and then possibly go through a treatment 
facility before even disposal…” (EHP10) 
Soakaways would need to be considered with caution. Whilst on the one hand, they have 
potential to address the socio-cultural needs of perimenopausal women, they would require 
greater consideration in terms of environmental risks associated prior to implementation.  
6.6.5 Subsidised or free charcoal 
Subsidised or free charcoal would benefit perimenopausal and menopausal women who are 
on little or no income, and struggle to afford it to boil water to bathe. EHP12 described how 
providing charcoal could aid women on low-incomes: 
“Now charcoal is also becoming expensive. If it should happen to the poor ones, the 
needy ones in the society, I think there should be some organisation who can help in 
assisting such people, so they can also purchase the charcoal and then use it to boil 
their water.” (EHP12)  
Yet, this may not be a feasible approach to take, because budgets in low-income countries are 
smaller and may not be able to cater for a demand for free charcoal for all PM women in the 
country. 
6.6.6 Key points: meeting bathing needs 
• User friendly bathing infrastructure is needed to help women with ageing-related 
joint pain to bathe 
• Internal bathrooms would facilitate easy and safe access to a space to wash for 
women with irregular and/or heavy menstruation, day and night sweats, and urinary 
incontinence 
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• Connecting bathhouses to drainage reduces the risk of disease. When covered and 
supplemented with soakaways, there is potential to reduce embarrassment for 
women. Soakaways warrant consideration in light of public health risks 
• Subsidised charcoal would help women on low incomes to boil bathing water 
 
 Meeting laundry needs 
6.7.1 Suitable laundry facilities 
Meeting the various laundering needs of perimenopausal women requires adequate facilities. 
Women who use cloths as menstrual protection would potentially need specific facilities to 
wash and dry them: 
“For instance, she says she’s using a rag to soak the blood instead of a pad, because 
maybe she can’t afford that. So as the laundry is being provided, she can go in there. 
Because she’s having many rags to be used, when the one is soaked, she can place it in 
a container, wash it and dry it for next use.” (EHP3) 
Facilities, located in a private space at home for easy access, would be of benefit to women to 
hide the fact that they are menstruating heavily, in a context where menstruation is taboo.  
Provision of these facilities would need to consider a current lack of space in homes typical in 
Ghana, as was reflected in La and Kotei. If space is available, laundry facilities would aid 
women who need to regularly wash clothes soiled by sweating and incontinence to wash them 
with ease.  
Laundry facilities need to consider the social aspects of hygiene during the perimenopause. 
Women who are dependent upon their daughters to assist with washing generally would need 
adequate support from other people in the event that daughters are not available. EHP4 
explained how, 
“There can be an improvised laundry where families can help each other in washing 
and that could easily assist her in meeting her challenge.” (EHP4)  
EHP4 saw economic potential for the community generally through facilitating laundry 
services. Self-help programming in which community members wash clothes for women who 
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require assistance would be a potential source of income, for later establishment into a 
business: 
“That could be the first step and then after that, you can begin thinking of a laundry 
machine as a business and then that could also help.” (EHP4) 
Challenges of sourcing detergent and power would remain in the interim. EHP4 however saw 
the scope for laundry facilities to benefit perimenopausal women, their families and the wider 
communities in the longer term. 
6.7.2 Washing machines 
Irrespective of concerns raised by some stakeholders over power supply, other stakeholders 
saw benefit in the provision of washing machines. Noting the intensity of perimenopausal 
menstruation and sweating, EHP13 said, 
“And the washing too, because there is a bedspread that’s soiled by the blood and the 
sweat, we need a washing machine to facilitate the washing.” (EHP13) 
It seemed that washing machines had the potential to aid women to do the laundry in light of 
their difficulties in manual washing. Washing machines could be beneficial to women as ageing 
related symptoms set in, but only if supportive power supply infrastructure is available. In low-
income communities, it would also be an unaffordable measure for the majority of 
households, and consideration is needed in terms of who would pay for the provision of these 
facilities. 
6.7.3 Washing clothes regularly with warm water 
From an environmental health perspective, EHP12 recommended that heavily blood-stained 
clothing and bedspreads be washed regularly with warm water: 
“I will start with the washing of clothes with warm water. Why I chose this one is that 
when there is too much full of blood and you are supposed to wash your clothes, there 
might be some microbes that need to be washed away and need to be killed, and if you 
decide to wash them with cold water, it might not do it.” (EHP12) 
EHP12 recognised the regularity of staining of clothes and bedspreads through menstrual 
bleeding. For good hygiene practices, however, regular laundering with cold rather than warm 
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water should indeed be encouraged. But it may not be sufficient to only wash with cold water 
and warm water is still needed to remove bacteria. 
6.7.4 Special detergents 
There was recognition that laundering for perimenopausal women with heavy menstruation 
may be different in nature. As blood stains are heavy, EHP12 noted the risks posed by 
microbes in the blood as a matter to be addressed: 
“Like I said, when you are even doing your washing, when you are washing your 
bedspread soiled with blood, it is not the same as maybe washing your shirts. So you 
need to get some special detergents that can kill the microbes if they are there. If there 
are microbes in the blood or whatever, maybe even in your shirt, on your bedspread, 
you need to get a special detergent that can do the killing of the microbes.” (EHP12) 
6.7.5 Key points: meeting laundry needs 
• Laundry facilities could make laundering easier for perimenopausal women who 
regularly wash their clothes due to incontinence, sweats and menstruation. Facilities 
could provide privacy for heavily menstruating women, and enable women who 
have difficulties in laundering to be assisted 
• If adequate power supply is available, washing machines could benefit women with 
ageing-related joint pains, but this would be challenging to implement in low-
income communities due to lack of affordability  
• Encouraging women to initially wash clothes with cold water and detergent could 
reduce the spread of bacteria 
 Meeting toileting needs 
Effectively meeting the toileting needs of perimenopausal women requires good engineering 
of public and private infrastructure.  
6.8.1 On-site WCs for every house 
On-site WCs were recommended by environmental health professionals. Legislative bye-laws 
(Furlong, 2015) in Kumasi Metropolitan Authority and in LaDMA make it a requirement for 
faecal disposal through WCs to be provided at a household level. EHP1 discussed existing 
measures towards implementing the byelaws: 
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“We are taking very serious punitive measures to address this, so when you bring your 
design… you know that the Assembly issues building permits to put up your 
building?[…] So if you bring your drawings for permits and we don’t see the facility as 
part of your drawings, we will not approve, we won’t give you the permit to build.” 
(EHP1) 
A septic tank was built in La to support WCs (observed in the field in February 2016). EHP1 
explained that the existing rapid response initiative (RRI) in La, under the GAMA project, aims 
to provide toilets for 20 houses within 100 days and connect them to a septic tank.  Potential 
benefits to perimenopausal women through the RRI were discussed: 
 “So if you have aged women and then you have the issue of bleeding and then in case 
you need to change yourself or visit the toilet, and you don’t have your own toilet, then 
I think it should become a problem for you. So we’re encouraging households that if 
you do not even have money, the USAID programme is so flexible that you can 
negotiate with them and then they can give you a soft loan to pay… your percentage 
will be subsidised and then you can be paying by instalments through the kind of 
arrangements you have with the NGO.” (EHP8) 
Environmental health professionals noted the need for WCs to reduce open defecation. 
People need to be encouraged not to turn the space allocated for toilets into rooms. If space 
is available for WCs, it would enable easy access for perimenopausal women who need to use 
the toilet at irregular times. The convenience of an on-site internal WC means that women 
would avoid going outside at night making it safer for them as “greater users of sanitation 
facilities” (EHP7). WCs at home can provide a space for women to wash, remove waste 
through flushing thereby reducing the risk of disease, and enable women to avoid the 
challenges of queuing. WCs eliminate the need to squat, therefore being user friendly for 
women with joint pain. Implementing programmes to provide WCs for every house would 
currently however prove challenging. Households need to be connected to a piped water 
supply, which was not the case for many of the women interviewed in Kotei and La. Compound 
houses often lack space, and challenges remain as to where toilets should be located. Further 
consideration is also needed as to who should pay for the construction of the toilet, 
particularly when PM women’s and household level incomes in communities such as Kotei and 
La are low due to high unemployment levels. 
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6.8.2 Better community toilet provision 
Stakeholders stated that community toilets need to be improved. With the focus being upon 
household toilet construction, improvements in community toilets are being less encouraged 
in La (EHP1). Restrictions to constructing household toilets were noted due to tenancy rather 
than ownership of compound houses (EHP3), therefore reliance on community toilets remains 
and community toilets would require improvement. Community toilet closure periods would 
be a matter to be considered, particularly for women using the toilets for MHM during heavy 
periods and in need of immediate access to toilets and sanitary disposal facilities within them. 
Adequate availability of water in public toilets with sufficient private spaces could help women 
to wash themselves when bleeding heavily.  
6.8.3 Cleaning of public toilets 
Public toilets need to be cleaned: 
“But in our setting here in Kumasi, most women use public toilets and when they go, 
the menstrual materials used and disposed of and we don’t have regular… the public 
toilets is not regularly cleaned. The attendants that go in and contracting other 
diseases is also possible. So the public toilets must be cleaned for people to assess and 
that way you minimise the cross-contamination.” (EHP13) 
Regular cleaning of public toilets was being monitored by EHP10, environmental health officer 
for LaDMA, who raised concerns about disease contraction such as cholera. Local beliefs about 
diseases “associated with as a woman” (EHP10) seemingly brings a socio-cultural 
consideration of cleanliness relating to women. Action is being taken in LaDMA to penalise 
paid toilet attendants who do not maintain the toilets: 
“… if you expose human excreta in your toilet, then officers take you to court and they 
could fine you between the range of 500, at least it’ll be 500 up to even 1,500 plus. It 
depends on the level of the offence and this is decided by the judge.” (EHP10) 
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6.8.4 User friendly infrastructure 
Ageing-related factors of perimenopause mean that toilets need to be user friendly. EHP7 
explained how the Disability Act 715 has a bearing upon the way in which toilets should be 
designed: 
“Now what the Disability Act does is that it ensures that any time you are providing 
infrastructure for the public, the infrastructure must be user friendly and it must 
incorporate the needs of the aged, the weak and the strong. So if it is a step that you 
cannot climb, you are weak or I’m weak and cannot climb, there must be a slope that 
can make it easier for me to use the facility.” (EHP7)  
User friendly infrastructure is an important consideration for women who cannot squat. 
Infrastructure needs to be within a clean environment which is accessible to all, with features 
such as handles (EHP2) to hold onto when using toilets.  Indeed, the PhotoVoice and mapping 
data from the PM women in Kotei identified the importance of user-friendly infrastructure to 
PM women to meet their toileting needs (see Chapter 5, Section 5.12.2). 
6.8.5 Gender sensitive design  
Drawing upon work done in schools, it was recommended that gender sensitive design 
principles be applied to community toilet provision. Whilst acknowledging that male and 
female toilets are already separated in communities like La and Kotei, EHP8 explained they 
can cater for menstruating perimenopausal women: 
“That’s what we have but for the schools, the recent toilet facilities that are being built 
includes gender sensitive design, especially for the girls where they have a changing 
area. If they are in their menstrual cycle, they can go there to change.” (EHP8) 
It was alluded to that gender sensitive design is important for perimenopausal women 
because 
“You see the sign of male and female and if you’re not careful, they go to the male side. 
So in those areas, they have to address it in such a way that… because when they are 
in their menopause period, sometimes it’s affects some of their thinking. It affects their 
thinking so that’s where a gender sensitive design is part of the awareness, which 
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follows the infrastructure because this one, the infrastructure has to go with the 
sensitive design of the gender.” (EHP5) 
EHP4 saw scope for gender sensitive toilets to bring women and men together in the 
community. Raised awareness of perimenopausal women’s toileting issues could potentially 
prompt men to help women with their needs.  
6.8.6 Key points: meeting toileting needs 
• Household WCs would benefit perimenopausal women needing the toilet at 
irregular times, ensuring safety, convenience and a reduced risk of disease. Yet, 
provision of household WC facilities is contingent on having a piped water supply, 
space to construct the toilet and the ability to pay for it 
• Public health can be maintained if toilets are cleaned, which benefits 
perimenopausal women. This is influenced by local beliefs about women 
• Toilets need to be user-friendly for women who cannot squat 
• Gender sensitive design needs to be implemented in community toilets 
 Meeting solid waste management needs 
6.9.1 Solid waste/sanitary disposal bins 
Stakeholders noted that Ghana is trying to promote good solid waste management practices. 
Generally, more needs to be done for better environmental health. Sanitary disposal bins are 
needed particularly for MHM during the perimenopause when menstruation is heavy and 
irregular. Disposal bins in toilets could prevent women from carrying menstrual waste away 
for disposal: 
“One of the difficulties that women really face is sometimes how to package the 
material they use to prepare themselves during those stages. Now we’ve seen some 
examples where after the process, women just tie it… because they don’t have the basic 
infrastructure to dispose of the material they use, they package it in the polythene and 
then throw it sometimes into the bush.” (EHP7) 
Similar provisions at home would also be beneficial for menstruating women and those with 
joint pain: 
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“So I think it is crucial that at that particular stage, each woman is guided to have those 
basic things. Sometimes people find it difficult to carry the thing and taking it a longer 
distance like to a public dump site but if you have a dustbin in your home, it will be easy 
for you to drop it in. So I think solid waste disposal infrastructure is very important for 
every household in those stages.” (EHP7)  
With the aim to reduce waste being disposed of in community drains, LaDMA took a delivery 
of 700 dustbins from the Ministry of Local Government at the time of interviewing (EHP10). 
Merit was seen in this scheme as a cheap measure: 
“If you have an organised dustbin where you can put your waste materials and all those 
things, I don’t think it will be too much of an expenditure because the user fees are 
normally small.” (EHP7)  
LaDMA is providing bins, but due to their cost it is a gradual process, hence why women may 
not have received bins (EHP8). Bins would facilitate the storage of waste for perimenopausal 
women with ageing related joint pains, with the need to transport waste to a dumpsite 
removed.  
6.9.2 Waste collection  
Provision of dustbins requires support from a good waste management system throughout, 
to be effective: 
“Yes, the bins is one and then the collection, storage, transportation of the materials 
to the disposal site should all be done in a professional manner so there’s no source of 
infection.” (EHP13)  
EHP5 stated that waste collection is “the duty of the Government”.  Waste from La ultimately 
ends up in areas such as Tema (EHP8), meaning that it is transported quite a distance. Good 
health for perimenopausal women and the wider community could be an outcome of reducing 
full solid waste containers through collection.  
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6.9.3 Key points: meeting solid waste management needs 
• Providing solid waste/sanitary disposal bins is a cheap measure which could prevent 
perimenopausal women from carrying MHM waste away from public toilets for 
dispose of elsewhere 
• Bins are beneficial for women with joint pains 
• Waste collection services could reduce risks of infection and ensure good health 
 Chapter summary 
This chapter has analysed the environmental health professionals’ perspectives, opening the 
door on how the WASH needs of perimenopausal women can be met. Section 6.2 provided 
the context of funding sources which may be used to fund these solutions, through a mixture 
of local, national and international sources. Awareness, education and understanding of 
WASH during the perimenopause can be provided through community awareness, 
engagement and empowerment, good communication, hygiene promotion, paying attention 
to the perimenopause, educating girls about the perimenopause, providing help age seminars 
and effectively training engineers on how to provide these programmes as well as necessary 
hardware. This chapter has provided recommendations on how the WASH needs of PM 
women can be addressed. These recommendations, and their implications for WASH, are 
summarised in the conclusion chapter. 
  
 312 
 
 
CHAPTER SEVEN: 
CONCLUSIONS AND 
RECOMMENDATIONS – 
HOLDING OPEN THE DOORS 
TO THE HIDDEN WASH NEEDS 
OF PERIMENOPAUSAL WOMEN 
 
 313 
 
 CHAPTER SEVEN: CONCLUSIONS AND RECOMMENDATIONS – 
HOLDING OPEN THE DOORS TO THE HIDDEN WASH NEEDS OF 
PERIMENOPAUSAL WOMEN   
7.1 Chapter outline 
This chapter concludes the thesis, holding open the doors to the WASH needs of PM women. 
After outlining how the three research objectives were met in Section 7.2, the chapter 
provides a review and critique of the study design (Section 7.3). Section 7.4 provides the 
conclusions of the research. Section 7.5 discusses the original contribution to knowledge 
provided by this study in the context of the gap identified in the literature review. The 
recommendations for meeting the WASH needs of PM women, which was the aim of the 
research, are outlined in Section 7.6. The implications of this research are discussed in Section 
7.7, before a suggestion of future steps (Section 7.8) to conclude. 
7.2 Meeting of the research objectives 
The aim of the research was to:  
‘provide recommendations on how the water, sanitation and hygiene needs of 
perimenopausal women can be met’.  
The research focussed upon meeting three objectives to achieve the aim, and to establish how 
the WASH sector and other relevant professionals can move forward to meet the WASH needs 
of perimenopausal women.  
7.2.1 Research objective 1 
To determine the hygiene needs of perimenopausal women in low-income countries 
Research objective 1 was to identify and explore the hygiene needs of perimenopausal 
women, all of which lay behind closed doors. The results relating to this objective are 
presented in Chapters 4 and 5. Prior to this research, the hygiene needs of perimenopausal 
women were not written about in the literature, and the research agenda could not be set. 
Consequently, a phenomenological review (Chapter 4) was undertaken to set the research 
objectives. Chapter 4, using data from the UK and USA, and the analysis and discussion in 
Chapter 5 using data from Ghana highlights the importance of bathing (Chapter 4, Section 
4.13; Chapter 5, Section 5.15) and laundry (Chapter 4, Section 4.14; Chapter 5, Section 5.16), 
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seldom discussed in the WASH literature, as evidenced by the lack of mention in the literature 
review (Chapter 2). Both of these hygiene needs are imperative to PM women, who need to 
bathe and launder their clothes more frequently. Bathing and laundry have ramifications for 
the design and implementation of existing water and sanitation infrastructure (Chapter 5, 
Section 5.15.4). Whilst they have been explored from a sociological perspective, the 
engineering perspective has been relatively neglected. It has also brought attention to the 
need for the WASH sector to consider these hygiene practices in greater detail.  
Knowledge about MHM has been expanded to incorporate the needs of PM women, which 
are different to that of adolescent girls (Chapter 4, Section 4.11; Chapter 5, Section 5.12). 
MHM techniques require adaptation and at times incorporation of commercial products 
where women would not conventionally use them. Affordability, access to a limited choice of 
materials and relationships with daughters dictate the type of MHM materials used. Access to 
appropriate sanitation that enables PM women to effectively manage their menstruation, 
which is heavier and irregular in nature compared to the reproductive years, comes into 
sharper focus as women try to conceal their heavy flow from others in a society where 
menstruation is taboo. The need for good solid waste management is also highlighted where 
women seek to hide their heavily soiled materials from the view of others. Access to solid 
waste management services are influenced by individual finance, a dependency on children 
to carry waste on behalf of PM women, and municipal level activity (Chapter 5, Section 5.18). 
The need for access to user friendly toilets on a 24-hour basis is evident through the MHM 
needs of PM women, but also their urinary incontinence needs (Chapter 4, Section 4.12; 
Chapter 5, Sections 5.13 and 5.14). PM women need access to toilets on a regular basis to 
urinate frequently, but this is determined by availability and accessibility of open toilets in and 
beyond the community, which are affordable for all. 
Drinking is an important hygiene need for PM women to maintain good health (Chapter 4, 
Section 4.16; Chapter 5, Section 5.17). With the support of medical advice, drinking was noted 
by women as conducive to relieving symptoms such as sweating, headaches, palpitations, 
dizziness and anxiety. However, PM women with urinary incontinence drink less to avoid 
urinating frequently. Ultimately, drinking practices were determined by access to water, which 
was dependent on a constant power supply, women’s perceptions of drinking water quality 
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and the way in which they treated it, and their willingness to pay for water (Chapter 5, Section 
5.17).  
7.2.2 Research objective 2 
To determine the water and sanitation needs of perimenopausal women in low-income 
countries 
Using the narratives of perimenopausal and menopausal women, it was identified that women 
need a regular supply of water for bathing, laundry, drinking and general washing (see Chapter 
4 and 5). However, access to a piped (and mostly community-based) water supply on a 24-
hour basis, in order to deal with irregular symptoms of the perimenopause, is often 
unavailable, due to ongoing power crises (Chapter 5, Section 5.15). Further, symptoms of 
ageing compromise women’s ability to collect water for themselves, leading to dependency 
upon others in their family (Chapter 5, Section 5.15.5), which compromises access when 
needed. Need for laundry increases during the perimenopause, as women change clothing 
and bedding which are soiled by heavy menstruation, incontinence and sweating more 
frequently (Chapter 4, Section 4.14; Chapter 5, Section 5.16). Women drink more water during 
the perimenopause to maintain good health and to relieve their symptoms (Chapter 4, Section 
4.16; Chapter 5, Section 5.17), often under the advice of doctors. At times, water is drunk at 
different temperatures to help particular symptoms, but access to drinking water can be 
compromised by water quality, treatment, and cost and willingness to pay (Chapter 5, Section 
5.17).  
Sanitation infrastructure and services for perimenopausal women are not user friendly.  
Perimenopausal and menopausal women use shared sanitation facilities, through community-
based toilets, which are inadequate to meet their needs (Chapter 5, Sections 5.12, 5.13 and 
5.14). Access to household sanitation is limited, and dependency on public services 
compromises use at irregular times, and poses a financial barrier to access frequently (Chapter 
5, Section 5.13). Whilst perimenopausal and menopausal women are conscious of having good 
solid waste management practices for good health, their access to services are often 
compromised (Chapter 5, Section 5.18). Women with menstrual periods require covered 
drainage to avoid disposing of blood-stained waste water into the streets where drainage is 
absent or is open, in cultural settings where menstruation is taboo (Chapter 5, Section 5.15.4). 
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This is also a measure required for infrastructure to be more user friendly for women with 
joint pain.  
7.2.3 Research objective 3 
To assess how human, social, natural, physical and financial factors influence the water, 
sanitation and hygiene experiences of perimenopausal women in low-income countries 
A range of factors were found to influence the WASH needs of perimenopausal women, 
meeting research objective 3, which is inspired by the assets pentagon in the Sustainable 
Livelihood Framework.   
Finance is the critical aspect which can act as a barrier to accessing services, mediated by low-
wage, marginal work or unemployment (Chapter 5, Sections 5.12, 5.13.5, 5.15 and 5.17). ICTs 
and face-to-face discussions help women to understand the perimenopause through health 
programmes and to understand good hygiene practices (Chapter 5, Section 5.8; Chapter 6, 
Section 6.3). Some women find it useful to participate in the media to talk about their 
perimenopausal issues (Chapter 5, Section 5.8), in conjunction with consulting medical 
professionals. Women believe that they have a right to water and sanitation; however, they 
differ in their opinions over whether this provision should come from themselves, the 
community elders or the government (Chapter 5, Section 5.9).  
Health issues during the perimenopause have a significant impact on all aspects of women’s 
WASH needs (Chapters 4 and 5). Some issues directly link to needs for WASH, such as 
incontinence and menstruation, whilst other aspects of health, relating to ageing, affect 
women’s interactions with water and sanitation infrastructure, particularly when it is not user-
friendly (Chapter 5, Sections 5.13, 5.14, 5.15, 5.16 and 5.18).  
Relations to other women determine individual understandings of what the perimenopause 
is (Chapter 5, Section 5.7). WASH experiences are shared with close friends and family, and 
occasionally husbands, but not widely in the community. Family relations, particularly children 
and grandchildren, facilitate access to water to an extent, but not always at times at which it 
is needed (Chapter 5, Section 5.15). Issues of safety and fear of using outdoor facilities at night 
can prevent access to sanitation facilities to deal with irregularly occurring symptoms (Chapter 
5, Sections 5.13 and 5.15).  Policy has had some influence in the provision of water and 
sanitation at a community level, such as through the provision of household toilets and water 
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supply. Policy implementation is however dictated by government funding which filters 
through to municipalities, often requiring support from external agencies (Chapter 6).  
Seasonal change increases sweating and hot flushes during warmer seasons and joint pains in 
cooler seasons. Seasons have the most impact upon women’s bathing patterns. Increased 
sweating and flushes exacerbated by warmer weather leads women to bathe more often 
during the day. Joint pains are felt with greater intensity in cooler weather, leading to use of 
charcoal for warming water for warmer baths, but this brings with it the financial implications 
of buying more charcoal (Chapter 5, Section 5.15). Attempts to examine the impacts of the 
changing physical geography of the local area on WASH needs were made, but could not be 
analysed (see Section 7.3.3.6). Women depend on wide ranging infrastructure beyond just 
water and sanitation infrastructure, which itself requires adaptation.  
Meeting hygiene needs such as bathing at irregular times requires a 24-hour water supply, but 
energy crises and subsequent power shortages compromises this access. The comfort of the 
home is the best place to deal with heavy menstruation due to access to facilities being 
relatively better.   
7.3 Review and critique of study design  
This section reviews and critiques the design of the study in light of the research results. 
Having analysed and presented the results, it is now possible to determine where the 
methodology could have been improved in order to improve the quality or the nature of the 
results found, which could not be done in the methodology chapter. As Chapter 3 explains, 
this research was designed in line with a feminist constructivist epistemology, incorporating a 
participatory approach to finding the hidden WASH needs of PM women. Feminist approaches 
seek to bring to light women’s voices that have been silenced by male dominated scientific 
research (Sangster, 1994; Brisolara et al, 2014). This research is also participatory, arguing that 
the realities of PM women count. Indeed, Chambers (1997) calls for a consideration of ‘whose 
reality counts’ and that those who are last should be put first to be listened to. The design of 
the research incorporated participatory techniques to allow PM women to be placed in a 
position where they can be listened to, enabling their WASH needs to be heard and eventually 
met. This research had six stages to open the doors to the WASH needs of PM women: a 
literature review, a phenomenological review, research design, case study selection, and data 
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collection and analysis. The literature review (stage 1) and phenomenological review (stage 2) 
were conducted in the UK, whilst the research design, case study selection, data collection 
and data analysis concerned the research process in Ghana (stages 3 to 6). 
7.3.1 Stage 1 - Literature review 
During the early stages of the literature search process, the lack of literature on the WASH 
needs of PM women soon became evident through the irrelevance of the majority of results 
retrieved from the databases. The purpose of the literature review thereafter changed, from 
finding literature about the WASH needs of PM women, to explicitly highlighting the research 
gap and the lack of literature available. The search of the databases could have been improved 
to further strengthen the achievement of this purpose by improving the search term 
combinations, tailoring these to WASH and non-WASH specific databases. Search alerts set up 
for Science Direct and Zetoc could have been expanded to other databases, to maximise the 
ability to highlight the research gap. 
7.3.2 Stage 2 - Phenomenological review 
The phenomenological review would have benefitted from a more efficient means of 
recruitment than letter writing. It was identified that visiting an organisation and attending a 
group meeting was the most effective way to recruit participants, and arranging to attend 
groups at other organisations may have increased and diversified the sample. Sample diversity 
was an issue. Despite the fact that the phenomenological review was conducted in Leicester 
and Loughborough, two very diverse areas of the UK, the sample did not reflect the diversity 
in ethnicity, religious background, or nationality which characterises the areas as effectively 
as possible. 
7.3.3 Stages 3 to 6 - Ghana 
7.3.3.1 Timing and scope for an ethnographic, immersive approach 
Researching the WASH needs of perimenopausal women lends itself more to an ethnographic 
approach. Incorporating an immersive element of research whereby more time was spent in 
the communities in Ghana would have provided different benefits to deepen the 
understanding of the data. During the fieldwork process, research days typically only lasted 
for a morning, with only a single activity being conducted, such as an interview or a mapping 
session. This timing was ultimately determined by the physical capacity of the researcher. 
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However, from a research perspective, a longer period of immersive time in the community, 
spread over several months would have benefited the research by providing a more in depth 
understanding of daily life in the community. Specifically, spending time with the women who 
participated in the research would have helped to contextualise further their stories in their 
individual WASH contexts, according to their relative access to WASH, and their lives more 
broadly. The process ultimately could arguably be described as a ‘hit and run’ approach 
because the research team was only in the community for a brief period of time each day, and 
would then leave until the next day, or sometimes for a few days to allow the researcher to 
recover from fatigue. A longer immersive period over several months for each community 
(time in La was only for two weeks) for the main phase of data collection would have provided 
room for flexibility to explore the environmental changes described by the women, and their 
effects on their WASH access over the course of the year. Notably, it may have been feasible 
to follow the stories of certain women over a longer length of time to understand their 
changes during the perimenopause, which could have been captured through informal 
conversations at different periods. Further, an immersive approach would have enabled the 
researcher to use the same WASH facilities as the PM women who participated in the study, 
to have a greater understanding of their issues. Using an immersive approach could also 
facilitate a collaboration with multi-disciplinary researchers from different backgrounds, to 
gather more diverse data from a research perspective. 
7.3.3.2 Case study 
The main stage of the research was only conducted in one low-income case study context, 
Ghana. Prior to this study, there was no academic, published knowledge of PM women’s 
WASH needs, and the scope for conducting the research in any and multiple low-income 
countries, was significant. The research could feasibly have incorporated further studies in 
Asian and Latin American contexts, to provide comparative case studies. It was, however, 
decided that it would be beneficial to study one context in detail for greater depth in the data. 
Further research could explore these contexts, adapting the methodology as it stands based 
upon the reflections provided in this section. 
This study was conducted in two urban communities in Accra and Kumasi, with similar levels 
of water and sanitation provision. For a more in-depth approach, conducting the research in 
only one of these communities may have provided scope for deeper analysis, which was better 
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contextualised within a focused, local case study, but this risked making the study too narrow 
if the scale was too small. Conversely, this study did not explore a rural context, due to the 
researcher’s physical capacity, and also the capacity of the rural communities to host a 
researcher, particularly where extra resources are required to cater for the researcher’s 
physical ability. If the study were to incorporate this element and have a rural community case 
study, the needs of PM women with different levels of WASH provision could have been 
explored. 
7.3.3.3 Flexibility and gender bias in recruiting participants 
The recruitment process for the women in Ghana was handled by the research team on behalf 
of the researcher (see Chapter 3, Section 3.9.3). Due to circumstances, it was frustrating that 
the process was led by the male community animator with support from local community 
contacts and the female research assistant, but there was little, if any, input on who would be 
recruited from the researcher herself. Participant recruitment was done prior to the 
researcher’s arrival in the field, with the majority of interviews having been arranged 
beforehand. This was not a deliberate choice or part of the research design, but was the ad 
hoc result of local conditions overriding abstract research design. When the researcher arrived 
in the field it was noted that there were participants who were interested in taking part after 
hearing about the study. It was assessed that there was greater scope for more flexibility in 
the recruitment, and for snowballing among women in the community. Participants came 
forward to the researcher during the process, but due to a tight schedule put forward by the 
research team, had to be turned away. The process would have benefitted from a looser 
recruitment process whereby only a few women were initially recruited, leaving room for 
others to come forward to the researcher to participate. This could have potentially increased 
the sample size for the communities, and would have given the researcher more input into 
the recruitment process, and allowed for more flexibility in the process depending on the 
characteristics of the community. It is noted however that the recruitment which was done 
ensured that there was a sample to conduct the research with. 
Gender bias came into the sampling process. In Kotei, participants were recruited by a woman 
who was very sociable, knowledgeable about the appropriate inclusion criteria for the sample 
(e.g. PM age) and could easily engage with many of the women across the community. The 
sample as a result was diverse and incorporated a wide range of women in the perimenopause 
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and menopause, and were able to talk about the different stages. In La, however, all of the 
women, who were menopausal and slightly older (see Chapter 5, Section 5.2), were recruited 
by a man. In light of the hidden and sensitive nature of the perimenopause, the ability of the 
man to approach the topic in the initial discussions to ask women to participate, and to identify 
women as PM, is questionable. Women seldom talk to each other about this issue, but it is 
more unlikely that they would share these issues with a man who is not related to them and 
is a general member of the community. The recruitment stage in La would have benefitted 
from greater female involvement to overcome these issues, from both the community and 
the researcher. 
7.3.3.4 Male bias in the ethnography  
The ethnography stages of the research in Ghana, conducted to gather photographic and 
visual observations of the communities to contextualise the women’s WASH experiences, 
were mostly conducted with men (local chiefs, community contacts and community 
animator). This was because it was advised by the community animator that the community 
chiefs and leaders who knew the most about the community history would be well placed to 
provide a background to the community, which proved to be very valuable to understand the 
case studies. Ethnographic observations were recorded in the fieldwork notebook and 
through photographs, which later supported the analysis and understanding of PM women’s 
WASH needs in La and Kotei. The ethnography would have brought in elements of gender bias, 
because the male members of the team would have highlighted issues that were more 
relevant to them, and more generic, but may not have highlighted perimenopausal women’s 
concerns around the community. This stage of the research would have benefitted from the 
involvement of the women who participated in different aspects of the research. In doing so, 
the women could have shown the researcher around the community from their perspective, 
and enabled a greater understanding of their perspective on their environment, and how they 
perceive the impact of the local community WASH facilities and general environment on their 
hygiene needs. As a result, some of the more hidden issues may have remained hidden.  
7.3.3.5 Pre-interview questionnaire 
The questionnaire used in the interviews with women was beneficial to identify topics for 
discussion, and steered the focus of the interviews, a benefit which was identified during the 
interview process but was not known at the design stage. The questionnaire became an 
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additional topic guide by helping to identify initial interview topics. There was scope for it to 
be improved further; despite several iterations of development, it was long and took time to 
complete. The questionnaire design would have benefitted from a greater focus on identifying 
the symptoms of the perimenopause to be discussed in greater depth, with less of a focus on 
the infrastructure aspects. This is because the access to infrastructure was very similar across 
the sample, with women commonly using the same facilities. These data on infrastructure 
could have been gathered instead through the interview process and observations. Ultimately, 
this would have shortened the length of the interview time further and ensured the women 
did not tire. 
7.3.3.6 Oral history interviews 
Oral history interviewing was the most beneficial tool used to gather data. Oral history 
interviews provided narratives of women’s WASH experiences which could be analysed in 
great depth. The data from the interview transcripts provided the majority of the material 
about the WASH needs of PM women and the factors which impact these needs. It was 
possible to learn about women’s WASH experiences in very private spaces, which were not 
often shared when using other techniques.  
However, this was a challenging methodology to implement at times. Some of the interview 
questions, which were asked directly by the research assistant to the participants to save on 
time, were skipped altogether during the interviews. Consequently, it was not possible to 
answer all of the research questions in greater depth, because data relating to them was not 
collected. Questions relating to these topics were included in the topic guide and were 
carefully thought through and shaped beforehand according to the research questions, but 
were not asked in the interview. This indicates that there was a fault in the design of the topic 
guide, if the assistant was not able to effectively translate the questions on the card. The 
researcher sought to follow up on questions which were asked to probe in greater depth, and 
also consistently asked for these questions to be asked. The questions which were commonly 
not asked related to wider factors affecting the WASH needs of PM women, framed within the 
Sustainable Livelihoods Framework. The Sustainable Livelihoods Framework shaped research 
objective three. Yet, specific aspects of the framework, which were part of the topic guide, 
such as questions on natural environment changes and impact on livelihoods, were not 
explored in depth. Questions relating to the ‘environment’ were at times skewed towards the 
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built WASH environment, despite the briefing from the researcher that it was about the 
natural environment. Analysing women’s perceptions of and the influence of the natural local 
environment would have been a valuable contribution to the research. In particular, La and 
Kotei were interesting case studies for this to be analysed, because both were influenced by 
urbanisation which affected land use, reported by the women interviewed as occurring within 
their lifetimes. Indeed, some of the women would have been perimenopausal as these 
changes were occurring and their insights into the effects of these changes on them would 
have been of interest. For example, it may have been possible to explore the effects of changes 
in rates of open defecation through land use in the communities, particularly in Kotei which 
used to be rural. It was not possible to ascertain the questions being asked at the time of the 
interview. The research assistant asked several questions from the topic guide and the 
answers to these questions were given, both in either Twi or Ga, in order to save time, before 
the answers from the women were translated back to English. Time pressure left little room 
for flexibility and follow up on the wording of the questions, and therefore the interviews were 
less conversational than was intended. Ultimately, these issues were not fully identified at the 
time of the interviews, because interviews were not transcribed whilst the researcher was in 
the field. The researcher had briefed the team to commence transcription during the fieldwork 
process to pick up on issues such as these, and analysis of the transcripts in the field would 
have helped to overcome these challenges. On reflection, specific transcription time for the 
team should have been written in to the schedule, as well as time for rest and reflection.  
7.3.3.7 PhotoVoice  
The PhotoVoice exercise provided a uniquely visual component to understanding PM 
women’s WASH needs in La and Kotei. The photographs from the PhotoVoice reflected the 
often mundane aspects of the WASH experiences of PM women, which were otherwise not 
illustrated through images prior to this research. PhotoVoice enabled the perimenopause to 
be represented more as an everyday, normal part of women’s lives, rather than as a ‘health’ 
matter. The images from the PhotoVoice were a useful tool to stimulate discussion with the 
women, to further understand their tacit experiences, which had been visualised for the first 
time. 
To further improve the method, the PhotoVoice sample could have been expanded. If more 
than one camera had been available to use, it would have been possible to run more than one 
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exercise at a time concurrently within the community. Subsequently, this would have provided 
more visual data to analyse, and could have incorporated a form of comparison between 
women to see which issues came up most frequently in the photographs. The sample of five 
could have been expanded with greater diversity to ensure maximum variation, incorporating 
proportionate numbers of PM and menopausal women. This would have given scope for 
WASH issues that PM women were experiencing at the time to be better illustrated, with 
potential for more information on MHM, but this may have been affected by taboos. The 
PhotoVoice exercise briefing required more ethical consideration regarding taking 
photographs of other people, as it was not clear from some of the images whether consent 
from these people was sought, and therefore they were not included in the thesis. This 
briefing may have been lost in translation. 
7.3.3.8 Participatory mapping 
Allowing the research assistant to take the lead in the participatory mapping, with some 
intervention with appropriate questions from the researcher where necessary, was of benefit 
to time keeping during the process. Yet there were methodological issues which were not fully 
addressed. The mapping exercise could have been improved if the maps printed beforehand 
were of a better scale. Group discussions could have been more in-depth and more 
geographically grounded in the local spaces if the scale of the maps were more localised. It 
was noted that women were focussing on issues which were very proximate to their homes, 
which, because they were difficult to mark, were not clearly evident on the maps which 
represented the entire community. Selecting specific sections of the community would have 
enabled greater depth of spatial analysis of PM women’s WASH issues in their local area. Had 
the researcher spent more time in the community to understand the space better beforehand, 
there would have been scope to determine specific areas of the community to print 
appropriate Google maps for. This would have provided greater detail on the maps at street 
level, within a more localised setting, which women could better identify with. Maps could 
have focussed on particular streets in certain areas, with fewer points of interest identified on 
the maps (e.g. church, road, school), and more detail on housing and water and sanitation 
infrastructure. The scale of the maps was ultimately determined by communication from the 
research team to the researcher, despite requests to the research team for street level detail 
and for smaller areas of the community to be identified. 
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7.3.3.9 Greater involvement of local academics 
A greater involvement in the study by local academics from KNUST and the University of 
Ghana would have been beneficial to improve the rigour of the methodology in the field, and 
develop the researcher’s understanding of how to do development fieldwork. Working with 
academics from Civil Engineering could have informed the development of the methodology 
during the fieldwork process by collaboratively critiquing the methodology using their 
knowledge about how to do academic research in the context of Ghana. Involving an MSc or 
PhD student as an additional team member would have facilitated a dialogue on appropriate 
methodology which suited the local context but also effectively met all the research questions 
with greater depth. 
7.3.4 Final remarks on the methodology 
This research has opened the doors to the WASH needs of PM women for the first time. Prior 
to this study, it was not known which methodology would be appropriate to find the hidden 
WASH needs of PM women, and the doors were firmly shut, with women’s experiences hidden 
away. The WASH needs of PM women in Ghana and in low-income countries generally were 
understood to be hidden because of taboos around the topic. These taboos required 
consideration in the methods used, and hence a participatory approach, which put the women 
at the centre of this research was adopted. Methods needed to be flexible to account for these 
issues, allowing for adaptation according to the scope for discussion about different issues. 
The development of the methodology from its inception prior to the first pilot study through 
to the end of the data collection was creative, with methods being tried and tested based on 
what was deemed as theoretically grounded, but in the knowledge that the practical 
implementation would require adaptation. An analysis framework could not be established 
ahead of the data collection in light of the lack of literature, and therefore a thematic analysis 
approach, using NVivo as a tool, was the best way to understand the hidden phenomena 
revealed by PM women. Ultimately, this research has only begun to explore appropriate ways 
to find the hidden WASH needs of PM women. It has not exhausted all possible routes with 
only a few select tools used. Finding hidden knowledge takes time. Knowledge of PM women’s 
WASH needs remains to be uncovered in the rest of the world beyond Ghana, which is only 
one low-income country. There is room for greater exploration of more effective practical 
ways to reveal this in different contexts. 
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7.4 Conclusions 
The WASH needs of perimenopausal women are hidden and require participative 
techniques to reveal them 
Women’s hygiene needs during the perimenopause are tacit, and absent from written 
literature. Women know about these needs individually but do not share them with others, 
including women in the same lifestage. Collectively, there was little written evidence about 
WASH needs during the perimenopause prior to this research (see Chapter 2, Section 2.2), 
because hygiene practices are performed individually, and behind closed doors, and is tacit 
knowledge. Unveiling this hidden knowledge necessitates the use of participatory techniques, 
framed within a feminist approach which places women at the centre of the research (Chapter 
3, Section 3.3.1). Use of feminist oral history interviews in the UK during the phenomenological 
review (Chapter 4) facilitates the setting of research objectives to be fulfilled in Ghana. 
Continued use of feminist oral history interviews in Ghana provides narratives of 
perimenopausal women’s experiences of their symptoms and every day, intimate hygiene 
practices in a low-income context where basic water and sanitation services are lacking 
(Chapter 3, Section 3.9.4, and Chapter 5).  PhotoVoice techniques visually illustrate issues 
women face with water and sanitation infrastructure, often in private spaces (Chapter 3, 
Section 3.9.6, and Chapter 5). Participatory mapping spatialises women’s WASH needs, 
connecting the very intimate practices to the very public space of the community and shared 
services (Chapter 3, Section 3.9.5, and Chapter 5).  Triangulating data from these methods in 
Ghana (Chapter 5, Section 5.1), when adapted and applied sensitively, provides means to 
unveil hidden knowledge.  
Needs for WASH during the perimenopause are discussed with certain individuals 
but not others. Needs are met to a degree through the relationships that 
perimenopausal and menopausal women have with certain people 
Meeting WASH needs during the perimenopause has a social element. Learning about what 
the perimenopause entails through the media (Chapter 5, Section 5.8) is supported by 
discussions with other people and social networks (Chapter 5, Section 5.7). Sharing 
experiences of symptoms with women of a similar lifestage, and medical professionals, 
reassures perimenopausal and menopausal women to understand that their experiences are 
part of a normal stage of life. The ability to talk about WASH needs is shaped by specific 
 327 
 
relations with other women (close friends and siblings), but not other women generally due 
to taboos around the perimenopause. Where opportunities are limited to speak to other 
women, women confide in their husbands. Meeting of WASH needs involves good 
relationships with children and grandchildren for collection and disposal of water (Chapter 5, 
Section 5.15), and access to sanitary products (Chapter 5, Section 5.12), but this is not always 
guaranteed.  
The symptoms of the perimenopause vary in nature and between women, and from 
day to day 
Perimenopausal symptoms are often ambiguous, in that women do not always recognise that 
they are in the perimenopause. Each woman has a different experience of the perimenopause. 
Women may have some symptoms but not others, and can experience them at different 
intensities (Chapter 4, Sections 4.4 to 4.9; Chapter 5, Section 5.3 and 5.4). In particular, 
menstrual periods can be heavier or lighter in flow, longer or shorter in length, which requires 
different MHM techniques accordingly. MHM is important for some, but not for all as a result 
(Chapter 4, Section 4.11; Chapter 5, Section 5.12). Erratic flows of menstrual blood, urine (due 
to incontinence) and sweat require particular attention in hygiene practices and adequate 
water and sanitation provision (Chapter 5, Section 5.12.2). As symptoms differ between 
individuals and from day to day, it is challenging to provide ‘one size fits all’ WASH solutions 
for perimenopausal women, who have different needs at different times of the day, and 
different stages of the climacteric. Symptoms of ageing, in particular joint pain due to declining 
oestrogen, are prevalent among perimenopausal and menopausal women, and affect their 
ability to meet their WASH needs in the absence of user-friendly infrastructure (Chapter 5, 
Sections 5.13.2, 5.15.4 and 5.16.2). For instance, water collection and disposal, and toilet use 
becomes more challenging due to joint pain. 
Bathing and laundry are important hygiene needs for perimenopausal women, but 
have been under explored in the WASH sector 
Exploring the WASH needs of perimenopausal women highlights that bathing and laundry are 
important to consider for women in this lifestage, but have been ignored generally by WASH 
practitioners and academics (Bhakta et al, 2017). Frequent but irregular bathing for sweats, 
hot flushes, urine incontinence, and heavy menstruation is important for maintaining 
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cleanliness during the perimenopause (Chapter 4, Section 4.13; Chapter 5, Section 5.15). 
Women need to bathe at irregular times of the day, but this is determined by issues of safety 
(especially at night after night sweats), finance, seasons, and access to water. Access to water 
itself is contingent upon others fetching and disposing of it for women, and a 24-hour supply, 
which is often compromised due to irregular power supply. Meeting the bathing and laundry 
needs of perimenopausal women requires social considerations of local taboos around 
menstruation to be accounted for in infrastructure design, as women do not wish to expose 
blood through wastewater. Examining bathing and laundry needs during the perimenopause 
further highlights the importance of user-friendly infrastructure provision to meet the needs 
of all.  
Existing WASH solutions for menstrual hygiene management cover some needs of 
perimenopausal women – if they are applied 
This research expands existing knowledge on MHM to explore the needs of perimenopausal 
women who irregularly menstruate. Training women on appropriate sanitary products that 
can absorb heavy flow, and how to effectively dispose of them through hygiene promotion 
can provide a path to meet perimenopausal women’s needs. Greater awareness also needs to 
be raised within the sector, particularly of the fact that MHM is as important at 
perimenopause as it is at menarche. Perimenopausal MHM requires other components to be 
implemented in conjunction with effective sanitary products, which are missing; heavier blood 
flow is a particular issue to be hidden from view in public due to taboos around menstruation. 
Covered drainage for blood stained bathwater, and provision of sanitary disposal facilities 
within easily accessed WC’s (ideally on-site) contribute to meeting the particular MHM needs 
of perimenopausal women. Data from the UK suggested that high-absorbency pads were a 
way forward, but this was not reflected in low-income Ghana where affordability is a barrier 
to access.  
7.5 Original contribution to knowledge 
The subject of WASH for perimenopausal women is missing from the literature, and there is a 
significant knowledge gap. Existing work on equity and inclusion in WASH has focussed upon 
a range of different vulnerable groups who are relatively excluded (see Chapter 2, Section 2.3). 
Exploration of women’s issues, stemming from early work in the 1970s and 1980s on their 
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inclusion in development, has extended to explore MHM, particularly for adolescent girls, and 
gender-based violence. Equity and inclusion debates, in light of the rights-based approach to 
WASH and the SDG to provide water and sanitation for all, have focussed upon the needs of 
women as well as people with disabilities, incontinence, gender-based violence, issues of 
caste, and LGBTI individuals, which are other hidden issues that have been explored. This 
thesis has adapted existing feminist, participative methodologies to gain an insight into the 
WASH needs of perimenopausal women, an up to now hidden area.  
All of the findings from this research are new knowledge. This study has defined ‘hidden 
knowledge’ for empirical research purposes, as that which is known but not recorded, and has 
expanded the debates about knowledge management which stems from the Johari Window. 
This research has provided insight into women’s experiences of perimenopausal symptoms 
and the attendant hygiene practices required to deal with them, all of which happen behind 
closed doors. It has been identified that MHM is important during the perimenopause as well 
as other reproductive stages, and that there are different practices for this. New areas 
warranting attention in the WASH sector have been identified in the important needs of 
bathing and laundry during the perimenopause, which have social and infrastructural factors 
to consider, but have been overlooked to date by both academics and practitioners. This 
research has raised urinary incontinence management and drinking as important for 
perimenopausal women, as well as other groups. Existing debates on providing user friendly 
infrastructure have been expanded to recognise the needs of perimenopausal women with 
issues of ageing.  The study has also identified the importance of wider factors, such as the 
media, relationships with other people and understandings of rights to water and sanitation, 
to women’s abilities to meet their WASH needs during the perimenopause, but are less explicit 
unless discussed.  
7.6 Recommendations for meeting the needs of perimenopausal women 
7.6.1 Solutions to meeting the WASH needs of perimenopausal women 
This study has identified various hardware and software solutions which can be implemented 
to meet the needs of PM women. These solutions are not new to the WASH sector and are 
already applied in other capacities but require adaptation to meet the needs of PM women. 
Further questions also need to be asked about who funds these solutions, particularly when 
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costs fall upon PM women who in communities such as La and Kotei are likely to be 
unemployed, and when municipal assembly budgets are tight, and in reality, how well they 
can be implemented feasibly in practice. This section summarises the recommendations for 
meeting the needs of PM women, which focus on raising awareness, education and 
understanding of PM and appropriate WASH practices during this life stage, ensuring good 
perimenopausal health, and meeting women’s bathing, laundry, toileting and solid waste 
management needs. 
• Raising awareness, education and understanding 
o Community awareness, engagement and empowerment would help to raise 
awareness of PM health and attendant WASH needs. In doing so, this would 
create better understanding of good hygiene practices and effective self-care 
among PM women. Increased awareness of WASH needs during the 
perimenopause could facilitate access to appropriate support for women from 
within the community. Engaging with women about their needs would create 
a dialogue about future WASH provisions in the community and prepare 
women for the eventual provision of improved, user friendly infrastructure in 
the community which meets their needs. However, this would require PM 
women to share their needs with the outsider, which would be challenging 
because it is not an easy topic to discuss. 
o Effective communication techniques would enable WASH practitioners and 
other relevant professionals such as health workers to follow the rights-based 
approach to WASH, to reach the most marginalised PM women. Yet, PM 
women would need to come forward to talk about their needs, which is unlikely 
in low-income countries particularly, as the perimenopause is taboo in these 
contexts. 
o Paying greater attention to the perimenopause would help women through a 
life stage otherwise neglected. 
o Hygiene promotion and community health education could be facilitated 
through media such as TV and radio to promote good MHM during the 
perimenopause. Involving PM women as champions for hygiene programmes; 
could enable improved livelihoods through improved hygiene practices. 
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o Education of the girl child would create awareness of the perimenopause as 
early as possible in life. However, this would need to be done at an age when 
girls are able to understand and distinguish menarche from the 
perimenopause, particularly where menstruation is concerned. 
o Help age seminars would educate women about the perimenopause as a life 
stage, with scope to expand knowledge about it within the community. 
o Effective training of engineers would pave the way towards meeting the 
technical water and sanitation needs of PM women, and ensure that these 
needs can be continually met by maintaining community services. 
These solutions would need consideration of the fact that the perimenopause is a taboo topic 
which is not easily discussed by women, and therefore communication would be challenging 
in practice. Further, programmes would need to be age appropriate for adolescent girls.  
• Ensuring good perimenopausal health 
o Hospital visits would help PM women to have a better understanding of their 
health problems. However, this needs to be approached cautiously as advising 
PM women to go to the hospital for their symptoms risks medicalising the 
perimenopause, which is a normal part of women’s reproductive health. 
o Health worker advice for women would help them to understand that the 
perimenopause is a natural process. Advice could facilitate referral to 
specialists if needed, help to change hygiene practices, and ultimately improve 
PM women’s health.  
o Medication could help PM women with symptoms such as heavy bleeding 
where appropriate, but there would need to be consideration of the cost 
implications for women. 
o Involvement of health and environmental health directorates could help to 
share information about good hygiene during the perimenopause, and 
encourage the directorate to advocate for improved water and sanitation 
provision which helps to meet PM women’s WASH needs. 
o When implementing these solutions, care needs to be taken to ensure that the 
perimenopause remains a normal biological process and is not medicalised. 
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• Meeting water needs 
o 24-hour water supply would meet PM women’s increased demand for water 
for bathing, laundry, drinking and toileting to deal with irregular and erratic PM 
symptoms (e.g. menstruation, night sweats), which occur at different times. 
o Water treatment facilities would enable safeguarding for PM women’s health, 
through improved drinking water supply and production of clean sachet water. 
o Effective water disposal would allow heavily menstruating PM women to avoid 
the exposure of blood-stained waste water which is embarrassing in a society 
where menstruation is taboo. Good water disposal systems would also reduce 
the spread of disease, and reduce the dependency of PM women on children 
for water disposal. 
o Cheaper utilities would enable affordable access to 24-hour water supply.  
o Subsidised water supply can be provided through existing financial support for 
older people to maintain household supply. Providing water supply for PM 
women which is subsidised however, would need to consider the fact that 
subsidies are targeted towards individuals, and many PM women may not be 
eligible because they live with their family and not alone. 
In low-income countries, national budgets are smaller for water and sanitation service 
provision, and these measures would be difficult to put into practice. However, meeting the 
water needs of PM women if possible would also benefit menstruating women and girls, and 
ante- and post-natal women, and communities overall through improved health. 
• Meeting bathing needs 
o Better bathing infrastructure which has user friendly design would help PM 
women with ageing related joint pain to bathe more easily.  
o New internal bathrooms would create spaces for PM women to wash after 
experiencing irregular symptoms such as night sweats or heavy bleeding at any 
time of day or night, and ensure their safety. 
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o Drainage which is covered, would help to reduce embarrassment from exposed 
blood stains in water for heavily menstruating PM women, and reduce disease 
spread in the wider community. 
o Soakaways would help to avoid exposure of blood-stained waste water for PM 
women with heavy menstrual periods. However, public health risks in the 
community through contamination in the local environment require 
consideration. 
o Subsidised or free charcoal would enable PM women to bathe with hot water 
to alleviate their symptoms, such as ageing related joint pain. However, this 
would be a difficult policy to implement at a wider scale because of national 
level budgets. Providing free charcoal for many women would come at a cost 
which may not be feasible in low-income countries. 
• Meeting laundry needs 
o  Laundry facilities would provide space for the washing and drying of stained 
menstrual cloths and clothes. Facilities could act as spaces to provide support 
for women who find it difficult to do laundry, and if created as a business within 
the community, could provide a source of income generation. However, this 
would only be feasible if there is space to construct the facilities, and the means 
to set up funds in order to do so. 
o Washing machines could arguably help PM women to overcome difficulties of 
manual washing due to ageing related joint pain as suggested by EHPs, but 
challenges of irregular power supply would remain for the washing machines 
to operate when needed. Moreover, washing machines would only be 
affordable for certain women and are likely to be too expensive for PM women 
in communities such as those studied in Ghana in this research. 
o Washing clothes with cold water would help to wash out menstrual blood 
stains, but this would need to be supplemented by hot water washing 
afterwards to remove bacteria. 
o Detergents would be beneficial for cleansing menstrual cloths. 
• Meeting toileting needs 
o On-site WCs would provide easy access for PM women in need of toilets at 
irregular times. Facilities within the household would ensure the safety of PM 
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women, avoid the need to queue, effectively remove waste, and prevent 
women from needing to squat. However, this could be challenging to 
implement where households lack space, funding, and a piped water supply for 
the WC to work. Whilst this could benefit PM women who face difficulties 
squatting, cultural norms around squatting and using pit latrines in the Global 
South would require consideration.  
o Better community toilet provision would meet the needs of PM women who 
cannot have access to household toilets due to their tenancy rights. Improved 
opening hours would facilitate access to toilets as and when needed, if there is 
adequate availability of water for the facilities to operate and stay open. 
o Cleaning of public toilets would help towards improving public health and 
reduce the risk of diseases for PM women. 
o User friendly infrastructure would facilitate ease of use for PM women who 
cannot squat and find it difficult to access toilets. 
o Gender sensitive design in toilets could incorporate changing areas for 
menstruating PM women, in a similar way to existing measures in school 
facilities. 
• Meeting solid waste management needs 
o Sanitary disposal bins are an affordable measure which can prevent PM 
women from carrying heavily soiled menstrual materials away from public 
toilets. 
o Waste collection could reduce the risk of infection and ensure good health for 
PM women and the wider community. 
7.6.2 Meeting the WASH needs of perimenopausal women in the context of SDG6 
monitoring 
Meeting SDG6 needs to ensure the needs of all people are met, including PM women. The 
recommendations arising from this research have implications for the meeting and monitoring 
of SDG6, ‘To ensure availability and sustainable management of water and sanitation for all’. 
Table 7.1 summarises the recommendations to meet the WASH needs of PM women, relating 
them to targets and indicators for monitoring SDG6: 
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Recommendations  Relevant SDG6 targets/indicators 
Raising awareness, education and understanding 
• Community awareness, 
engagement and empowerment 
• Effective communication 
techniques 
• Paying greater attention to the 
perimenopause 
• Hygiene promotion and 
community health education 
• Education of the girl child 
• Help age seminars 
• Effective training of engineers 
Target 6.1 “By 2030, achieve universal and equitable access to safe and affordable drinking 
water for all”: PM women need to be aware about which drinking water sources are safe and 
beneficial for their health, and is affordable. 
Target 6.2 “By 2030, achieve access to adequate and equitable sanitation and hygiene for all 
and end open defecation, paying special attention to the needs of women and girls and those 
in vulnerable situations”: Awareness needs to be raised about providing sanitation and hygiene 
to meet PM women’s needs, and PM women need to be made aware about good hygiene. 
Target 6b “Support and strengthen the participation of local communities in improving water 
and sanitation management”: Effective communication, hygiene promotion and community 
health education can involve community members to ensure the WASH needs of PM women can 
be met. 
Ensuring good perimenopausal health 
• Hospital visits 
• Health worker advice 
• Medication 
• Involvement of health and 
environmental health directorates 
Target 6.2 “By 2030, achieve access to adequate and equitable sanitation and hygiene for all 
and end open defecation, paying special attention to the needs of women and girls and those 
in vulnerable situations”:  Ensuring good perimenopausal health can be done by involving health 
professionals such as doctors and health workers in service provision, who can advise whether 
the WASH services provided are meeting PM women’s specific needs. 
Target 6b “Support and strengthen the participation of local communities in ensuring water and 
sanitation management”: Health and environmental directorates can provide support through 
educational programmes in which PM women can participate, to learn how water and sanitation 
can be managed to benefit their health.                                         (Table continued) 
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Meeting water needs                           (Table continues) 
• 24-hour water supply 
• Water treatment facilities 
• Water disposal 
• Cheaper utilities 
• Subsidised water supply 
Target 6.1 “By 2030, achieve universal and equitable access to safe and affordable drinking 
water for all”: 24-hour water supply, water treatment facilities, cheaper utilities and subsidised 
water supply can collectively make sure that PM women have equitable access to safe and 
affordable drinking water to meet their needs. 
Indicator 6.1.1 “Proportion of population using safely managed drinking water services”: PM 
women need access to safely managed drinking water on a 24-hour basis, which is affordable, to 
meet their hygiene needs and manage PM symptoms. 
Target 6.3 “By 2030, improve water quality by reducing pollution, eliminating dumping and 
minimising release of hazardous chemicals and materials, halving the proportion of untreated 
wastewater and substantially increasing recycling and safe reuse globally”: Providing 
wastewater treatment facilities will ensure that wastewater (such as water contaminated with 
PM menstrual blood) is safely managed and does not increase the risk of disease spread. 
Meeting bathing needs  
• Better bathing infrastructure 
• New internal bathrooms 
• Drainage  
• Soakaways  
• Subsidised or free charcoal 
Target 6.2 “By 2030, achieve access to adequate and equitable sanitation and hygiene for all 
and end open defecation, paying special attention to the needs of women and girls and those 
in vulnerable situations”:  Providing better bathing facilities and supportive infrastructure such 
as drainage will ensure that PM women can meet their bathing needs as and when their irregular 
symptoms arise, and with dignity and privacy. This in turn will allow PM women to maintain good 
health and hygiene. 
Target 6.3 “By 2030, improve water quality by reducing pollution, eliminating dumping and 
minimising release of hazardous chemicals and materials, halving the proportion of untreated 
wastewater and substantially increasing recycling and safe reuse globally”: Infrastructure such 
as drainage and soakaways will ensure the safe disposal of wastewater from bathing, particularly 
when water is contaminated with menstrual blood from perimenopausal menorrhagia.  
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Meeting laundry needs                     (Table continues) 
• Laundry facilities 
• Washing machines  
• Washing clothes with cold water 
• Detergent provision 
Target 6.2 “By 2030, achieve access to adequate and equitable sanitation and hygiene for all 
and end open defecation, paying special attention to the needs of women and girls and those 
in vulnerable situations”:  Laundry facilities which are constructed to be user-friendly, will provide 
private spaces where women can wash soiled clothes away from public view, with help from other 
women if needed, to manage their PM laundry needs with dignity. 
Meeting toileting needs 
• On-site WCs 
• Better community toilet provision 
• Cleaning of public toilets 
• User friendly infrastructure 
• Gender sensitive design 
Target 6.2 “By 2030, achieve access to adequate and equitable sanitation and hygiene for all 
and end open defecation, paying special attention to the needs of women and girls and those 
in vulnerable situations”:  PM women would be provided with spaces for MHM to be done in 
privacy, with user-friendly facilities and gender sensitive design which ensures that toilets are easy 
to use. 
Target 6.3 “By 2030, improve water quality by reducing pollution, eliminating dumping and 
minimising release of hazardous chemicals and materials, halving the proportion of untreated 
wastewater and substantially increasing recycling and safe reuse globally”: WCs with 
connections to septic tanks and effective drainage will help to ensure that wastewater is treated 
and the wider risks to community health, including PM women’s health, are reduced. 
Meeting solid waste management needs 
• Sanitary disposal bins 
• Waste collection services 
Target 6.2 “By 2030, achieve access to adequate and equitable sanitation and hygiene for all 
and end open defecation, paying special attention to the needs of women and girls and those 
in vulnerable situations”:  Providing sanitary disposal bins in toilets and waste collection services 
will enable PM women with irregular and heavy periods to manage their menstrual hygiene 
effectively. 
Table 7.1: Implications of meeting PM WASH needs for SDG6 monitoring
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7.6.3  The implications of meeting the WASH needs of perimenopausal women for 
the Sustainable Development Agenda 
Implementing a mixture of hardware and software solutions will not only help to meet the 
needs of PM women, and contribute towards the meeting of SDG6, but also contribute to the 
wider Sustainable Development Agenda. Meeting the WASH needs of PM women will 
contribute towards the meeting of the following SDGs: 
SDG1: End poverty in all its forms everywhere 
By providing WASH services which meet the needs of PM women both in the workplace as 
well as the home and community, greater opportunities can be provided for PM women who 
live in low-income areas such as La and Kotei in Ghana to seek employment opportunities. 
Higher employment among PM women from low-income areas will help towards ending 
poverty globally. 
SDG3: Ensure healthy lives and promote wellbeing for all at all ages 
Meeting the WASH needs of PM women will ensure that an increasing proportion of women 
passing through the perimenopause globally can have improved wellbeing, if WASH services 
are suitably delivered to meet needs for PM women, including needs which up until now have 
been neglected such as bathing and laundry. Applying existing solutions effectively in a way 
which considers the needs of PM women will enable greater focus on the perimenopause as 
a lifestage more generally, and include the perimenopause as part of the agenda to achieve 
target 3.7, to ‘By 2030, ensure universal access to sexual and reproductive health-care 
services, including for family planning, information and education, and the integration of 
reproductive health into national strategies and programmes’. Access to reproductive health 
care services with access to WASH is critical to ensuring good perimenopausal health. 
SDG4: Ensure inclusive and equitable quality education and promote lifelong learning 
opportunities for all 
Lifelong learning opportunities for PM women from low-income communities, and who wish 
to pursue adult education, can be facilitated through WASH provision. If institutions such as 
universities and colleges have access to adequate water and sanitation facilities, which are 
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gender sensitive, user friendly and provide disposal facilities for MHM, it could enable more 
PM women to access educational opportunities in low-income countries. 
SDG5: Achieve gender equality and empower all women and girls 
Delivering WASH services which meet the needs of PM women can contribute to gender 
equality and female empowerment. WASH services in households, communities and 
institutions need to be delivered in a way which enables PM women to meet their WASH 
needs in any context, and in turn, to access economic opportunities. Providing effective WASH 
solutions for PM women in the workplace can facilitate their empowerment and promote 
equality between women and men across the lifecourse. 
SDG7: Ensure access to affordable, reliable, sustainable and modern energy for all 
PM women need access to water on a 24-hour basis, which is affected in countries such as 
Ghana by an energy crisis. Affordable, reliable, sustainable and modern energy generation 
would provide access to water for PM women on a regular basis and make it easier to meet 
their irregular needs for water for drinking, bathing and laundering. Providing effective water 
supply therefore complements the provision of modern energy. Addressing PM women’s 
needs to find sustainable energy sources to heat bathing water to meet their hygiene needs 
would also help to focus programmes on effectively providing energy to meet SDG7.  
SDG8: Promote sustained, inclusive and sustainable economic growth, full and productive 
employment and decent work for all 
Meeting the WASH needs of PM women can ensure that they can maintain good health and 
are able to work. Provision of WASH services in the workplace will enable more PM women to 
manage their WASH needs and therefore sustainable employment, contributing more broadly 
to economic growth in low-income countries. 
SDG10: Reduce inequality within and among countries 
Inequality within and among countries can be reduced if the WASH needs of PM women are 
met. PM women have a greater chance of being able to work and enhance the economies of 
their countries if they have access to WASH, creating greater prosperity and reduced 
inequality nationally if they can access good employment. In an international context, meeting 
the WASH needs of PM women and enabling them to have greater economic opportunities 
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can boost the economies of low-income countries and therefore reduce inequality among 
countries. 
SDG11: Make cities and human settlements inclusive, safe, resilient and sustainable 
Delivering WASH services which meets the needs of PM women contributes to meeting the 
WASH needs of all. In a rapidly urbanising world, provision of WASH which is resilient to 
environmental impacts of urban sprawl and to natural disasters is important. Considering the 
needs of PM women in the design and delivery of WASH services must also consider the need 
for these services to be resilient to environmental impact, and sustainable in the longer term. 
Incorporating approaches such as providing user-friendly infrastructure and gender-sensitive 
design in WASH service provision can also ensure that settlements are inclusive and safe for 
all, including PM women.  
7.6.4 Research implications for Policy, Practice and Theory 
 Research implications for Policy 
This research has different implications for policy in Ghana (see Chapter 2, Sections 2.9.2 and 
2.12), particularly relating to the National Gender Policy, the National Water Policy, the 
National Environmental Sanitation Policy and NESSAP, and local level DESSAPs for 
municipalities, such as LaDMA and Oforikrom Sub-Metro who were interviewed as part of this 
research.  
• National Gender Policy: in order to meet its goal to ‘mainstream gender equality 
concerns into the national development processes by improving the social, legal, civic, 
political, economic and socio-cultural conditions of the people of Ghana particularly 
women, girls, children, the vulnerable and people with special needs; persons with 
disability and the marginalized’, the National Gender Policy (GoG, 2015) needs to 
consider the needs of perimenopausal women. This research has demonstrated how 
WASH is important for ensuring good health during the life stage of the 
perimenopause. The National Gender Policy needs to make specific reference to 
addressing the needs of women and girls at all life stages, citing examples such as the 
perimenopause, which is a specific life stage with particular needs to be addressed. 
• National Water Policy: the goal of the National Water Policy (MWRWH, 2007), makes 
reference to achieving ‘sustainable development, management and use of Ghana’s 
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water resources to improve health and livelihoods, reduce vulnerability while assuring 
good governance for present and future generations’. Making reference to how water 
is critical to ensuring the health and wellbeing of particular groups, such as PM women, 
within the policy, is needed for effective management and delivery of water services 
for PM women to access at any time, whenever it is needed. The Water Policy needs 
to explore how 24-hour access to water can be attained, in order to effectively address 
PM women’s needs for bathing, laundry, drinking and MHM at irregular times. 
• National Environmental Sanitation Policy and National Environmental Sanitation 
Strategy and Action Plan (NESSAP): the National Environmental Sanitation Policy 
seeks to provide a framework for sanitation provision, delivered through the National 
Environmental Sanitation Strategy and Action Plan (NESSAP). The NESSAP’s goal is to 
‘to change the perception of both solid and liquid waste into a resource focused 
approach and is seen as a natural progression of the ESP’ (MLGRD, 2010; WSUP, 2014; 
Furlong and Mensah, 2015). The National Environmental Sanitation Policy and NESSAP 
need to incorporate the needs of PM women for on-site and community toilet 
provision which is user-friendly, gender sensitive, and clean. Sanitation policy in Ghana 
needs to also consider the needs for effective solid and liquid waste disposal, which 
will help PM women to meet their needs for effective MHM, bathing and laundry. 
Effective enforcement of local sanitation bye-laws which provide appropriate facilities 
will help to ensure that the recommendations from this research can be effectively 
implemented. 
• District Environmental Sanitation Strategic Action Plans (DESSAPs): Local municipal 
authorities, such as the La-Dade Kotopon Municipal Assembly and the Oforikrom Sub 
Metro who were involved in this research, need to further  develop their District 
Environmental Sanitation Strategic Action Plans (DESSAPs) to incorporate actions to 
address the recommendations arising from this research.  
 Research implications for Practice 
Researching the WASH needs of PM women has identified different implications for practice. 
Many of these are not specific to PM, and apply more generally to ageing women: 
• Programming perimenopausal health in hygiene and health promotion: Existing 
programmes for MHM promotion for adolescent school girls need to be adapted to be 
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targeted towards perimenopausal women, focussing on their specific needs in 
accordance with the management of their symptoms, including heavy and irregular 
menstrual bleeding. 
• Involving medical professionals and health directorates: Governmental health 
directorates and different medical professionals need to be actively involved in the 
delivery of WASH programmes such as through hygiene promotion and infrastructural 
service delivery. This will help to raise awareness of the perimenopause as a normal 
biological process for women, and where necessary to deliver appropriate medical 
interventions to support WASH services. 
• Water engineering: Water companies and providers, such as the Ghana Water 
Company Limited, need to explore ways of ensuring that water is well-treated and free 
of contaminants, and is delivered to a household level on a 24-hour basis to provide 
access to water for PM women at any time it is needed. 
• Drainage provision: Drains need to be constructed at a community level so that they 
are well-connected to bathing and laundry facilities, and are covered to hide water 
stained with menstrual blood in parts of the world where menstruation is taboo, and 
to provide safe transport and disposal of this contaminated water. 
• Toilet provision: Bye-laws for household toilet provision, which is designed to be user 
friendly, need to be enforced at a community level. Community and institutional toilets 
also need to be gender sensitive and user friendly to meet the toileting needs of PM 
women. 
• Bathing and laundry infrastructure provision: Greater attention to planning and 
provision of user-friendly bathing and laundry infrastructure is needed. Planning of 
new housing in low-income communities needs to ensure that these facilities are 
located inside the house for PM women’s privacy, safety and dignity, with access to 
24-hour water supply and are well connected to covered wastewater drainage. 
• Solid waste management: Solid waste facilities need to be provided for households, 
as well as community and institutional toilets. Regulation and enforcement of policies 
relating to solid waste management should ensure that PM women have access to 
facilities for effective and discrete disposal of sanitary waste. 
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 Research Implications for Theory 
This research presents wider implications for the conceptualisation and application of ‘hidden 
knowledge’. The relevance of existing theory, particularly the Johari Window, has been 
illustrated in this thesis as an important route to understanding why certain forms of 
knowledge, such as the WASH needs of PM women, are hidden. This research highlights the 
need to consider hidden knowledge within other contexts of intersectionality. Theoretically, 
this research presents the way hidden knowledge can be understood as academically and 
socially hidden, when buried under layers of academic neglect and social and cultural 
attitudes. Feminism and feminist approaches are valuable to finding hidden knowledge 
regarding women specifically and require greater attention in the field of engineering to 
design and deliver infrastructure to meet the particular needs of women which may be 
otherwise obscure. 
Exploring the WASH needs of perimenopausal women has expanded the existing work on 
equity and inclusion in WASH. Using the backdrop of a globally ageing population, the neglect 
of an increasing population of PM women, particularly in the global South, highlights how the 
perimenopause and the experience of the perimenopause are not only neglected in WASH, 
but in society generally. This study provides women’s experiential perspectives, as manifested 
through WASH, on the perimenopause as phenomena which were not previously recorded, in 
the context of Ghana as a low-income country, as well as the UK and USA.  
7.7 Implications of the research 
This research has shown the importance of meeting the needs of perimenopausal women to 
fulfil SDG6 and provide water and sanitation for all; if this goal is to be achieved, the hidden 
needs of hidden groups need to be revealed. In turn, this opens up a debate about which other 
groups and other individuals are currently being ignored in WASH provision. The 
perimenopause is a natural stage of life, which will not only become a more prevalent 
occurrence in a globally ageing population, but will become an issue of greater significance in 
the Global South as women live for longer. This study has raised awareness of the 
perimenopause as an issue which warrants greater attention than it currently receives. In 
doing so, it highlights the fact that issues faced during the perimenopause, (as highlighted 
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through women’s WASH use), are common to all women around the world, and provides 
scope for greater discussion about this relatively neglected life stage and its related issues. 
The methodologies employed in this study highlight ways in which discussions about the 
perimenopause between women in a group context, and between women and researchers, 
can be encouraged through feminist participatory techniques. The practical lessons provided 
from the methodology can be applied to exploring other hidden issues generally; participative 
techniques which put the individual at the centre of the research and allow their voices to be 
heard paves a way forward to explore other issues which have been overlooked. In a WASH 
context, this has potential benefit for policy makers to deliver adequate service provision, 
which takes into account the hidden issues of different individuals into the built environment. 
Through drawing upon the example of WASH, this research has brought forward the 
perimenopause as an issue which warrants greater attention more widely, for example 
through provision of infrastructure, services and raising greater awareness of women’s 
experiences.  Existing work on equity and inclusion in WASH requires expansion to consider 
the perimenopause and build upon debates around MHM and reproductive health which 
focus more upon earlier life stages at menarche and the needs of adolescent girls. Existing 
practices and solutions, particularly relating to provision of user-friendly infrastructure, 
require improvement and adaptation to meet the needs of perimenopausal women. 
7.8 Future steps 
This research has contributed to knowledge by providing an insight into, and opens the doors 
to the WASH needs of perimenopausal women. The solutions for meeting the diverse needs 
of women as they pass through the perimenopause also exist, but are not applied to date, 
often due to funding constraints for community service provision, and an unawareness that 
these needs during this life stage exist. The next step forward is not further research as such, 
but a greater benefit would be to provide illumination to the sector about the WASH needs of 
perimenopausal women, and to train professionals about the ways in which they can apply 
existing practice to effectively meet these needs. 
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POSTSCRIPT 
This PhD has been an important journey. It has been a journey which has enabled me to 
explore women’s issues in a development context, a topic which interests me greatly, through 
the eyes of women in an important stage of life through the perimenopause, which I did not 
even know of as a life stage before I began this study. I have gained many research skills from 
the beginning through to the end. These skills have not only reflected my developing 
understanding of using participatory techniques through the data collection, but also the ways 
in which this research has trained me to work in low-income countries, of which I previously 
had little experience. This study has enabled me to develop my own previous approaches and 
understanding of research praxis; it has reframed my general perspectives of research to have 
a greater appreciation of its’ practical elements, which are important from the early stages 
through using a logical framework (Appendix 1) to plan the study from the intention to 
expected outputs, all the way through to data collection and analysis. Although knowledge 
may initially be hidden, it does not necessarily mean that it cannot be found. 
This journey, however, hasn't been just the past five years, but the last 29. I was born with 
Cerebral Palsy. My parents were told I would not move, sit up, walk, talk, or be able to do 
anything for myself and would require round the clock care for a lifetime, that was, if I were 
to leave the intensive care neonatal unit alive. Whilst these milestones took me far longer to 
reach than normally expected, they were achieved, if not exceeded, through determination, 
persistence, and a lot of hard work from many different individuals, especially my mum, dad, 
and grandma, those who cared for me at school and various health professionals, as well 
myself. My motto ‘to never give up’, taught to me as a young child, has stayed strong 
throughout my life, culminating eventually in the writing of this thesis. A disability should not 
be seen as a limit to what an individual can achieve, but rather, an opportunity to take an 
adventure, to be daring, to push boundaries, and ultimately, to reach the ‘impossible’. Dreams 
are realised through doing things that are not limited by physical ability, but rather guided by 
passion, intrigue, and determination. It is not about how long a journey takes, but that the 
destination is ultimately reached.  
  
 346 
 
REFERENCES 
ABRAMS, L. (2010) Oral History Theory London: Routledge 
AFRANE, S., and ASAMOAH, P.K.B., (2011) “Housing Situation in Kumasi” in ADARKWA, K.K., 
(ed.)  Future of the Tree: Towards growth and Development of Kumasi Kumasi: University 
Printing Press KNUST pp.69-91 
AFRICAN DEVELOPMENT FUND – HUMAN RESOURCE DEVELOPMENT DEPARTMENT (ADF-
OSHD) (2008) Report – 2008: Ghana country gender profile. Accra: ADF-OSHD 
AHMED, R., and YASMIN, K. (2008) "Menstrual hygiene: breaking the silence." in Beyond 
Construction: Use by All, a Collection of Case Studies from Sanitation and Hygiene Promotion 
Practitioners in South Asia pp. 283-287 Accessed online at: http://www.wash-
rcnn.net.np/images/pdf/menstrual-hygiene-breaking-the-silence.pdf [accessed: 07/04/2018] 
AKAZILI, J., WELAGA, P., BAWAH, A., ACHANA, F., ODURO, A., AWOONOR-WILLIAMS, J., 
WILLIAMS, J., AIKINS, M. and PHILLIPS, J. (2014) ‘Is Ghana’s pro-poor health insurance scheme 
really for the poor? Evidence from Northern Ghana’ BMC Health Services Research, 14(1) 
AKHLAQUE, U., AYAZ, S., AKHTAR, N. and AHMAD, N. (2017) ‘Association of bone mineral 
density and body mass index in a cohort of Pakistanis: Relation to gender, menopause and 
ethnicity’ The Egyptian Rheumatologist, 39(1): 39-43 
ALLEN, K. and BABER, K. (1992) ‘Ethical and Epistemological Tensions in Applying A 
Postmodern Perspective to Feminist Research’ Psychology of Women Quarterly, 16(1): 1-15 
ALTHAUS, S.L. AND TEWKESBURY, D. (2000) ‘Patterns of Internet and traditional news media 
use in a networked community’ Political Communication 17(1): 21-45 
AMERICAN HERITAGE COLLEGE DICTIONARY 3rd edition (1993) Boston: Houghton Mifflin 
AMOAKO, C. assisted by KORBOE, D. (2011) “Historical Development, Population Growth and 
Present Structure of Kumasi” in ADARKWA, K.K., (ed.)  Future of the Tree: Towards growth and 
Development of Kumasi Kumasi: University Printing Press KNUST pp.35-54 
ARCHER, D.F., STURDEE, D.W., BABER, R., DE VILLIERS, T.J., PINES, A., FREEDMAN, R.R., 
GOMPEL HICKEY, M., HUNTER, M.S., LOBO, R.A., LUMSDEN, M.A., MACLENNAN, A.H., MAKI, 
P., PALACIOS, S., SHAH, D., VILLASECA, P., and WARREN, M. (2011) ‘Menopausal hot flushes 
and night sweats: where are we now?’ Climacteric, 14 (5): 515–28 
ARDAYFIO-SCHANDORF, E., BROWN, C.K. and AGLOBITSE, P.B.  (1995) The impact of PAMSCAD 
on the family: A study of the ENOWID intervention in the western region of Ghana. Family and 
Development Programme (FADEP) Technical Series 6. Accra: University of Ghana, Legon, 
Assemblies of God Literature Centre. 
ARKU, G. (2009) ‘Housing policy changes in Ghana in the 1990s’ Housing Studies 24(2): 261–
272 
 347 
 
ATINGA, R., ABIIRO, G. and KUGANAB-LEM, R. (2014) ‘Factors influencing the decision to drop 
out of health insurance enrolment among urban slum dwellers in Ghana’ Tropical Medicine & 
International Health, 20(3): 312-321 
AVIS, N.E., COLVIN, A., BROMBERGER, J.T., HESS, R., MATTHEWS, K.A, ORY, M., and 
SCHOCKEN, M., (2009) ‘Change in health-related quality of life over the menopausal transition 
in a multiethnic cohort of middle-aged women: Study of Women’s   Health Across the Nation’ 
Menopause 16 (5): 860–9 
AWONYO, L. (2009) ‘Meeting housing-space demand through in situ housing adjustments in 
the Greater Metropolitan Area, Ghana’ Environment and Planning C 27(2): 302–318 
AWUAH, E., GYASI, S.F., ANIPA, H.M.K., and SEKYIAMAH, K.E. (2014) ‘Assessment of rainwater 
harvesting as a supplement to domestic water supply: Case study in Kotei- Ghana’ 
International Research Journal of Public and Environmental Health 1 (6): 126-131 
AWUNYO-AKABA, Y., AWUNYO-AKABA, J., GYAPONG, M., SENAH, K., KONRADSEN, F. and 
RHEINLÄNDER, T. (2016) ‘Sanitation investments in Ghana: An ethnographic investigation of 
the role of tenure security, land ownership and livelihoods’ BMC Public Health, 16(1): 594 
BABBIE, E. (2016) The Practice of Social Research Boston: Sengage 
BADEN, S., GREEN, C., OOTO-OYORTEY, N., and PEASGOOD, T. (1994) Background paper on 
gender issues in Ghana Brighton: BRIDGE 
BAILEY, K. (1994) Methods of Social Research New York: Free Press 
BASIT, T.N., (2003) ‘Manual or electronic? The role of coding in qualitative data analysis’ 
Educational Research 45 (2):143-154 
BATIWALA, S. (1994) “The Meaning of Women’s Empowerment: New Concepts from Action” 
in SEN, G., GERMAIN, A., and CHEN, C. (eds.) Population Policies Reconsidered: Health, 
Empowerment, Rights Boston: Harvard Center for Population and Development Studies 
BATIWALA, S. (2007) ‘Taking the Power out of Empowerment: An Experiential Account’ 
Development in Practice 17 (4-5):557-65 
BATTY, E. (2009) ‘Reflections on the use of oral history techniques in social research’ People, 
Place and Policy Online 3 (2): 109-121 
BAZELEY, P. and JACKSON, K. (2013) Qualitative data analysis with NVivo + the coding 
manual for qualitative researchers, 2nd ed.  Sage online: Sage Publications. 
BECKER C.S. (1992) Living and Relating: An Introduction to Phenomenology Newbury Park: 
Sage 
BELL, L. (2014) “Ethics and Feminist Research” in HESSE-BIBER, S.N. (ed) Feminist Research 
Practice: A Primer Thousand Oaks: Sage pp.73-106 
 348 
 
BENJAMIN C and HUESO, F. (2017) “LGBTI and sanitation: what we know and what the gaps 
are” Paper 2649 presented in 40th Water, Engineering and Development Centre International 
Conference, Loughborough accessed online at: https://wedc-
knowledge.lboro.ac.uk/resources/conference/40/Benjamin-2649.pdf [accessed: 19/03/2018] 
BERGER, R., (2015) ‘Now I see it, now I don’t: researcher’s position and reflexivity in qualitative 
research’ Qualitative Research 15 (2): 219-234 
BERGSON, H. (1913) Time and free will: An essay on the immediate data of consciousness 
Mineola: Dover Publications 
BEST, S.  (2013) Understanding and Doing Successful Research: Data Collection and Analysis 
for the Social Sciences London: Routledge  
BHAKTA, A. REED B.J., and FISHER, J. (2017) ‘Cleansing in hidden spaces: the bathing needs of 
perimenopausal women’ Paper 2827 in 40th WEDC Conference, Loughborough, 
Loughborough: WEDC accessed online at: 
http://wedc.lboro.ac.uk/resources/conference/40/Bhakta-2827.pdf [last accessed: 
18/03/2018] 
BHAKTA, A. REED B.J., and FISHER, J. (Forthcoming) “Behind closed doors: the hidden needs 
of perimenopausal women in Ghana” in FANNIN, M., HAZEN, H., and ENGLAND M. (eds.) 
Reproductive Geographies: Politics, Places, and Bodies London: Routledge 
BHAKTA, A., ANNAN, G., ESSEKU, Y., ESSEKU, H., FISHER, J., LARTEY, B., and REED, B.J. (2016) 
‘Finding hidden knowledge in WASH: effective methods for exploring the needs of 
perimenopausal women in Ghana’ Briefing paper 2568 in 39th WEDC Conference, Kumasi, 
Loughborough: WEDC accessed online at: https://wedc-
knowledge.lboro.ac.uk/resources/conference/39/Bhakta-2568.pdf [last accessed: 
18/03/2018] 
BHAKTA, A., FISHER J., and REED, B., (2014) ‘WASH for the perimenopause in low-income 
countries: changing women, concealed knowledge?’ Briefing Paper 1909 in 37th WEDC 
International Conference, Hanoi, Vietnam  Loughborough: WEDC accessed online at: 
http://wedc.lboro.ac.uk/resources/conference/37/Bhakta-1909.pdf [last accessed: 
18/03/2018] 
BHARADWAJ, S. and PATKAR, A. (2004) Menstrual Hygiene and Management in Developing 
Countries: Taking Stock Mumbai: Junction Social, Social Development Consultants 
BIERNACKI, P. AND WALDORF, D. (1981) ‘Snowball sampling: Problems and techniques of 
chain referral sampling.’ Sociological Methods and Research, 10 (2): 141–163 
BINH, T. and NHUNG, B. (2015) Prevalence and risk factors of type 2 diabetes in middle-aged 
women in Northern Vietnam. International Journal of Diabetes in Developing Countries, 36(2): 
150-157. 
 349 
 
BINNS, J.A. (2006) “Doing fieldwork in developing countries: planning and logistics” in DESAI, 
V., and POTTER, R., (eds.) Doing Development Research London: Sage pp.13-24 
BLACK, M., and FAWCETT, B. (2008) The Last Taboo: Opening the Door on the Global Sanitation 
Crisis London: Earthscan 
BLACKMAN, A., and FAIREY, T (2014) The PhotoVoice Manual: A guide to designing and 
running participatory photography projects Available online at https://photovoice.org/wp-
content/uploads/2014/09/PV_Manual.pdf   [accessed 15/05/2015] 
BLAKESLEE, A.M, and FLEISCHER, C. (2007) Becoming a writing researcher Mahwah: Lawrence 
Erlbaum Associates Inc. Publishers 
BLUNT, A., and WILLIS, J. (2000) Dissident Geographies: An Introduction to Radical Ideas and 
Practice London: Prentice Hall 
BOOT, M. and CAIRNCROSS, S. (1993) Actions Speak: The study of hygiene behaviour in water 
and sanitation projects. The Hague, The Netherlands: IRC International Water and Sanitation 
Centre and London UK: The London School of Hygiene and Tropical Medicine 
BOSERUP, E. (1970) Women’s Role in Economic Development New York: St Martin‘s Press 
BOURDIEU, P. (1986). The forms of capital. In J. G. RICHARDSON (Ed.), Handbook of theory and 
research for the sociology of education (pp. 241–258). New York: Greenwood Press. 
BOURDIEU, P. (1984). Distinction: A social critique of the judgment of taste. Cambridge, MA: 
Harvard University Press. 
BOYCE , P., BROWN, S., CAVILL, S., CHAUKEKAR, S., CHISENGA, B., DASH, M., DASGUPTA, R.K., 
DE LA BROSSE, N., DHALL, P., FISHER, J., GUTIERREZ-PATTERSON, M., HEMABATI, O., HUESO, 
A., KHAN, S., KHURAI, S., PATKAR, A., NATH, P., SNEL, M., and THAPA, K. (2018) ‘Transgender-
inclusive sanitation: insights from South Asia’ Waterlines 37 (2): 102-117 
BRAUN, V., and CLARKE, V. (2013) Successful qualitative research: A practical guide for 
beginners. London: Sage 
BRIGGS, P. (2014) Ghana: the Bradt Travel Guide Chalfont St Peter: Bradt Travel Guidesa 
BRISOLARA, S. (2014) “Feminist Theory: Its Domains and Applications” in BRISOLARA, S., 
SEIGART, D., and SENGUPTA, S. (eds) Feminist Evaluation and Research: Theory and Practice 
New York: The Guilford Press pp.3-41 
BROWN, G., and EDMUNDS, S., (2010) Doing Pedagogical Research in Engineering 
Loughborough: engCETL 
BRYMAN, A., (2016) Social Research Methods 5th Edition Oxford: Oxford University Press 
BRYMAN, A., (2012) Social Research Methods 4th Edition Oxford: Oxford University Press 
 350 
 
BULMER, J.G. AND COLEMAN, S. (2001) ‘Realising Democracy Online: A Civic Commons in 
Cyberspace’ IPPR/Citizens Online Research Publication No.2, March 2001. 
BURGESS-PROCTOR, A. (2006) ‘Intersections of Race, Class, Gender, and Crime’ Feminist 
Criminology, 1(1): 27-47 
BURRELL, G.  and MORGAN, G. (1979) Sociological Paradigms and Organisational Analysis: 
Elements of Sociology of Corporate Life Aldershot: Ashgate 
BUSH, C.G. (1983) “Women and the Assessment of Technology: To Think, To Be; To Unthink, 
To Free” in ROTHSCHILD, J. (ed.) Machina ex dea: Feminist Perspectives on Technology New 
York, Pergamon pp.151-170 
CAMPIONI, M. (1997) “Revolting Women: Women in Revolt” in KOMESAROFF, P., ROTHFIELD 
P., and DALY, J., (eds.) Reinterpreting Menopause: Cultural and Philosophical Issues London: 
Routledge pp.77-99 
CARP, F.M. and CARP, A., (1981) ‘The validity, reliability and generalizability of diary data’ 
Experimental Aging Research, 7 (3): 281-296 
CARVER, S., EVANS, A., KINGSTON, R. AND TURTON, I. (2000) ‘Accessing Geographical 
Information Systems over the World Wide Web: Improving public participation in 
environmental decision-making’ Information, Infrastructure and Policy 6 (3): 157-170 
CASTELO-BRANCO, C., BLÜMEL, J. E., CHEDRAUI, P., CALLE, A., BOCANERA, R., DEPIANO, E., 
FIGUEROA-CASAS, P., GONZALEZ, C., MARTINO, M., ROYER, M., ZUÑIGA, C., DULON, A., 
ESPINOZA, M. T., FUTCHNER, C., MOSTAJO, D., SOTO, E., ALBERNAZ, M. A., ARAVENA, H., 
BUSQUETS, M., CAMPODONICO, I., GERMAIN, A., ALBA, A., BARON, G., GOMEZ, G., 
MONTERROSA, A., ONATRA, W., BROUTIN, G., MANZANO, B., GABRIELA, A., HIDALGO, L., 
LEON, P., ORBEA, M., SANCHEZ, H., VALLEJO, S., VALLECILLO, G., HERNANDEZ-BUENO, J., 
MOTTA, E., ANDRADE, R., TSEROTAS, K., GONZALEZ, M. C., BENITEZ, Z., CALLE, E., DANCKERS, 
L., DEL CASTILLO, A., IZAGUIRRE, H., OJEDA, E., ROJAS, J., BENCOSME, A., LIMA, S., MOTTA, E., 
FIGUEROA-CASAS, P. (2006) ‘Age at menopause in Latin America’ Menopause 13(4): 706–712 
CASTELO-BRANCO, C., PALACIOS, S., MOSTAJO, D., TOBAR, C. and VON HELDE, S. (2005) 
‘Menopausal transition in Movima women, a Bolivian native-American’ Maturitas, 51(4): 380-
385 
CASTREE, N., ROGERS, A., and KITCHIN, R. (2013) Oxford Dictionary of Human Geography 
Oxford: Oxford University Press 
CHAKRAVARTY, D., COOK, J.A., and FONOW, M.M. (2012) “Teaching, techniques and 
technologies of feminist methodology: Online and on the ground” in HESSE-BIBER (ed.) 
Handbook of Feminist Research: Theory and Praxis 2nd Edition London: Sage pp.693-709 
CHAMBERS, R. (2017) Can we know better? Reflections for Development Bourton on 
Dunsmore: Practical Action Publishing  
 351 
 
CHAMBERS, R. (2006a) Poverty Unperceived: Traps, Biases and Agenda Brighton: Institute of 
Development Studies 
CHAMBERS, R., (2006b) ‘Participatory Mapping and Geographic Information Systems: Whose 
Map? Who is Empowered and Who Disempowered? Who Gains and Who Loses?’ Electronic 
Journal on Information Systems in Developing Countries 25 (2): 1-11 
CHAMBERS, R. (1997) Whose Reality Counts? Putting the first last London: Intermediate 
Technology Publications 
CHEN, Y., CHEN, G., HU, S., LIN, T. and LIN, L. (2003) ‘Is the occurrence of storage and voiding 
dysfunction affected by menopausal transition or associated with the normal aging process?’ 
Menopause, 10(3): 203-208 
CHOMPOOTWEEP, S., TANKEYOON, M., YAMARAT, K. POOMSUWAN, P and DUSITSIN., N. 
(1993) ‘The menopausal age and climacteric complaints in Thai women in Bangkok’ Maturitas 
17 (1): 63–71 
COFFEY, A., and ATKINSON, P. (1996) Making sense of qualitative data London: Sage 
CONNELLY, P., LI, T.M., MACDONALD, M., and PARPART, J.L. (2000) “Feminism and 
Development: Theoretical Perspectives” in PARPART, J.L., CONNELLY, P. and BARRITEAU, E., 
(eds.) Theoretical Perspectives on Gender and Development Ottawa: International 
Development Research Centre pp.51-160 
COOKE, E., HAGUE, S., and MCKAY, A. (2016) The Ghana Poverty and Inequality Report: Using 
the 6th Ghana Living Standards Survey Sussex: University of Sussex, UNICEF and ASHESI 
CORIO, L. and KAHN, L. (2004) ‘Perimenopause: the change before the change’ Accessed 
online at:   http://www.ion.ac.uk/information/onarchives/perimenopause [accessed: 
13/6/2014] 
CORNWALL, A., and EDWARDS, J., (2014) “Introduction: Negotiating Empowerment” in 
CORNWALL, A., and EDWARDS, J., (eds.) Feminisms, Empowerment and Development: 
Changing Women’s Lives London: Zed Books pp.1-31 
CRASNOW, S., (2013) ‘Feminist philosophy of science: values and objectivity’ Philosophy 
Compass 8 (4): 413-423 
CRESSWELL, J.W. (2014) Research Design: Qualitative, Quantitative, and Mixed Methods 
Approaches 4th Edition Thousand Oaks: Sage  
CRESSWELL, T., and PLANO CLARK, V., (2011) Designing and conducting mixed methods 
research Thousand Oaks: Sage 
CROCKER, J., SAYWELL, D. and BARTRAM, J. (2017) ‘Sustainability of community-led total 
sanitation outcomes: Evidence from Ethiopia and Ghana’ International Journal of Hygiene and 
Environmental Health 220 (3): 551-557 
 352 
 
CROFTS, T., and FISHER, J., (2012) ‘Menstrual hygiene in Ugandan schools: an investigation of 
low-cost sanitary pads’ Journal of Water, Sanitation and Hygiene for Development 2 (1): 50-58 
CURTIS, S., GESLER, W., SMITH, G. and WASHBURN, S. (2000) ‘Approaches to sampling and 
case selection in qualitative research: Examples in the geography of health’ Social Science and 
Medicine 50 (7-8): 1001-1014 
CURTIS, V. (2007) ‘Dirt, disgust and disease: a natural history of hygiene’ Journal of 
Epidemiology and Community Health 61 (8): 660-664 
CURTIS, V. and BIRAN, A. (2001) ‘Dirt, disgust, and disease – is hygiene in our genes?’ 
Perspectives in Biology and Medicine, 44(1): 17-31 
CWSA (2018) ‘CWSA’ http://www.cwsa.gov.gh/cwsa_select.cfm?corpnews_catid=8 
[accessed: 19/1/2018] 
DA SILVA, A.R. and D’ANDRETTA TANAKA, A.C. (2013) ‘Factors associated with menopausal 
symptom severity in middle-aged Brazilian women from the Brazilian Western Amazon’ 
Maturitas 76 (1): 64–9 
DAR, O. and KHAN, M. (2011) ‘Millennium development goals and the water target: details, 
definitions and debate’ Tropical Medicine & International Health, 16(5): 540-544 
DARWIN, C. (1872) The expression of the emotions in man and animals Chicago: University of 
Chicago Press 
DASGUPTA, A. and SARKAR, M. (2008) ‘Menstrual hygiene: how hygienic is the adolescent girl?’ 
Indian Journal of Community Medicine 33 (1): 77 
DAVIES, A., HOGGART, K., and LEES, L. (2002) Researching Human Geography Abingdon: 
Routledge 
DEANE, K. and STEVANO, S. (2015) ‘Towards a political economy of the use of research 
assistants: reflections from fieldwork in Tanzania and Mozambique’ Qualitative Research 
16(2): 213-228 
DENNERSTEIN, L., DUDLEY, E.C., HOPPER, J.L., GUTHRIE J.R., and Burger H.G (2000) ‘A 
prospective population-based study of menopausal symptoms’ Obstetrics & Gynecology 
96(3): 351–358 
DENSCOMBE, M., (2014) The Good Research Guide: For Small-Scale Social Research Projects 
5th Edition Maidenhead: Open University Press 
DENSCOMBE, M., (2003) The Good Research Guide: For Small-Scale Social Research Projects 
2nd Edition Maidenhead: Open University Press 
DENZIN, N.K., and LINCOLN, Y.S. (2013) Strategies of Qualitative Enquiry Thousand Oaks: Sage 
 353 
 
DEPARTMENT FOR INTERNATIONAL DEVELOPMENT (1998) Guidance manual on water 
supply and sanitation programmes London: DFID 
DESAI, V. and POTTER, R.B. (2002) The Companion to Development Studies London: Arnold 
DICZFALUSY, E. (1986) “Keynote address: menopause and the developing world” in 
NOTELOVITZ, N. and VAN KEEP, P. (eds.) The Climacteric in Perspective Lancaster: MTP pp.1-
15 
DIETVORST, C., (2017) ‘Ghana launches dedicated ministry for sanitation and water resources’ 
https://www.ircwash.org/news/ghana-launches-dedicated-ministry-sanitation-and-water 
[accessed: 8/4/2018] 
DOUGLAS, M. (1980) Purity and Danger: An Analysis of the Concepts of Pollution and Taboo 
London: Routledge and Keagan Paul 
DRATVA, J., GÓMEZ REAL, F., SCHINDLER, C., ACKERMANN-LIEBRICH, U., GERBASE, M., 
PROBST-HENSCH, N., SVANES, C., OMENAAS, E., NEUKIRCH, F., WJST, M., MORABIA, A., JARVIS, 
D., LEYNAERT, B. and ZEMP, E. (2009) ‘Is age at menopause increasing across Europe? Results 
on age at menopause and determinants from two population-based studies’ Menopause, 
16(2): 385-394 
DU BOIS, B. L. (1983) “Passionate scholarship: Notes on values, knowing and method 
infeminist social science” In BOWLES, G. and KLEIN, R. D. (Eds.), Theories of women’s studies 
Boston: Routledge & Kegan Paul pp. 105-116 
DUCKITT, K. (2010) ‘Managing perimenopausal menorrhagia’ Maturitas 66 (3): 251-6 
DUDA, R., ANARFI, J., ADANU, R., SEFFAH, J., DARKO, R. and HILL, A. (2011) ‘The Health of the 
“Older Women” in Accra, Ghana: Results of the Women’s Health Study of Accra’ Journal of 
Cross-Cultural Gerontology 26(3): 299-314 
DUDLEY, E.C., HOPPER, J.L., TAFFE, J. GUTHRIE, J.R., BURGER, H.G., and DENNERSTEIN, L. 
(1998) ‘Using longitudinal data to define the perimenopause by menstrual cycle 
characteristics’ Climacteric 1 (1): 18-25 
DUFON, M.A. (2002) ‘Video recording in ethnographic SLA research: Some issues of validity in 
data collection’ Language Learning and Technology 6 (1) :40-59 
DUNCAN, B.A., and BRANTS, C. (2004) Access to and control over land from a gender 
perspective: A study conducted in the Volta region of Ghana. FAO, SNV, WILDAF. Accra: The 
Advent Press 
ELIAS, C. and SHERRIS, J. (2003) ‘Reproductive and sexual health of older women in developing 
countries’ British Medical Journal 327 (1): 64-5 
ESCOBAR, A. (2001) ‘Culture sits in places: reflections on globalism and subaltern strategies of 
localization’ Political Geography, 20(2): 139-174 
 354 
 
ESQUIVEL, V. (2014) ‘What is a transformative approach to care and why do we need it?’, 
Gender & Development 22(3): 423–439 
ETHERINGTON, K. (2004). Becoming a reflexive researcher: Using ourselves in research 
London: Jessica Kingsley 
ETTER-LEWIS, G. (1991) “Black women’s life stories: reclaiming self in narrative texts” in 
GLUCK, S.B. and PATAI, D. (Eds.) Women’s Words: the feminist practice of oral history New 
York: Routledge, Chapman and Hall 
EULER, C. (1995) ‘Women prefer lunchtime’ PLA Notes 22(1):28 
FERN E.F., (1982) ‘The use of focus groups for idea generation: the effects of group size, 
acquaintanceship, and moderator on response quantity and quality’ Journal of Marketing 
Research 19(1): 1–13 
FIELD, M. (1960) Search for security: an ethnopsychiatric study of rural Ghana London: Faber 
and Faber 
FIELD, P.A., and MORSE, J., (1985) Nursing research: The application of qualitative approaches 
London: Croom and Helm 
FINCH, J. (1987) ‘The Vignette Technique in Survey Research’ Sociology, 21(1): 105-114 
FISHER, J., CAVILL, S. and REED, B. (2017) ‘Mainstreaming gender in the WASH sector: dilution 
or distillation’ Gender & Development 25 (2):185-204 
FISHER, J. (2006) For Her It’s the Big Issue: Putting women at the centre of water supply, 
sanitation and hygiene. Evidence Report Geneva: Water Supply and Sanitation Collaborative 
Council (WSSCC) 
FISHER, R.S., VAN EMBE BOAS, W., BLUME, W., ELGER, C., GENTON, P., LEE, P., and ENGEL, J., 
(2005) ‘Epileptic seizures and epilepsy: definitions proposed by the International League 
Against Epilepsy (ILAE) and the International Bureau for Epilepsy (IBE)’ Epilepsia 46 (4): 470-
472 
FRIEDMAN, J., (2014) ‘Oral History, Hermeneutics and Embodiment’ The Oral History Review 
41 (2): 290-300 
FURLONG, C., and MENSAH, A. (2015) SFD Promotion Initiative: Kumasi, Ghana accessed 
online at: http://www.susana.org/_resources/documents/default/3-2361-7-1447766816.pdf 
[accessed: 8/4/2018) 
GADALLA, F. (1986) ‘Social, cultural and biological factors associated with menopause’ 
Egyptian Journal of Community Medicine 2 (1): 49-62 
GARG, S., SHARMA, N. and SAHAY, R. (2001) ‘Socio-cultural aspects of menstruation in an 
urban slum in Delhi, India’ Reproductive Health Matters 9 (1): 16–25 
 355 
 
GEIGER, S., (1990) ‘What’s so feminist about women’s oral history?’ Journal of Women’s 
History 2 (1): 169-182  
GENDER AND WATER ALLIANCE (2003) The Gender and Water Development Report 2003: 
Gender Perspectives on Policies in the Water Sector The Netherlands: GWA 
GEORGE, T. (1996) ‘Women in a south Indian fishing village: Role identity, continuity, and the 
experience of menopause’ Health Care for Women International 17(4): 271-279 
GERSHENSON, O., and PENNER, B. (2009) Ladies and Gents: Public Toilets and Gender 
Philadelphia PA: Temple University Press 
GHANA STATISTICAL SERVICE (2014) 2010 Housing and Population Census Report: 
Urbanisation Accra: Ghana Statistical Service 
GHANA STATISTICAL SERVICE (2012) 2010 Population and Housing Census, Summary Report 
of Final Results Accra: Ghana Statistical Service 
GIESEN, B., and JUNGE, K. (2003) “Historical memory” In DELANTY G., and ISIN, E., (Eds.), The 
handbook of historical sociology London: Sage. pp. 326–336 
GILES-HANSEN, C. (2015) Hygiene needs of incontinence sufferers: How can water, sanitation 
and hygiene actors better address the needs of vulnerable people suffering from urine and/or 
faecal incontinence in low and middle income countries Accessed online at: 
www.communityledtotalsanitation.org/sites/communityledtotalsanitation.org/files/Hygiene
_needs_of_incontinence_sufferers.pdf [accessed: 7/4/2018] 
GLASER, B. and STRAUSS, A. (1999) The discovery of grounded theory: Strategies for 
qualitative research New York: Aldine de Gruyter 
GLOBAL CITIZEN (2017) ‘The 2030 agenda: What does menstrual hygiene play?’ 
https://www.globalcitizen.org/en/content/menstruation-hygiene-day-girls/ [accessed: 
7/4/2018] 
GoG (2015) National Gender Policy: Mainstreaming Gender Equality and Women’s 
Empowerment into Ghana’s Development Efforts Accra: Government of Ghana Ministry of 
Gender, Children and Social Protection 
GoG (2014a) The Ministry of Gender, Children and Social Protection (MOGCSP) Ministerial 
Statement – Meet the Press 2014, Accra: Government of Ghana Ministry of Gender, Children 
and Social Protection 
GoG (2014b) Ministry of Water Resources, Works and Housing- Water Sector Strategic 
Development Plan (2012-2025): Sustainable Water and Basic Sanitation For All By 2025 Accra: 
MWRWH 
GoG (2003) Ghana poverty reduction strategy (GPRS) 2003–2005: An agenda for growth and 
prosperity Accra: Government of Ghana 
 356 
 
GOHAR, I.E.M (2005) Design, implementation and evaluation of a reproductive health 
informational guide for postmenopausal women Unpublished thesis (MD) Alexandria 
University 
GOLD, E.B., BROMBERGER, J., CRAWFORD, S., SAMUELS, S., GREENDALE, G. A., HARLOW, S. D. 
and SKURNICK, J. (2001) ‘Factors Associated with Age at Natural Menopause in a Multiethnic 
Sample of Midlife Women’ American Journal of Epidemiology, 153(9): 865-874 
GOSLING, L. (2010) Equity and Inclusion: A Rights-based Approach London: WaterAid  
GOUGH, K. and YANKSON, P. (2010) ‘A Neglected Aspect of the Housing Market: The 
Caretakers of Peri-urban Accra, Ghana’ Urban Studies, 48(4): 793-810 
GRAHAM, H., (1984) “Surveying through stories” in BELL, C., and ROBERTS H (eds.) Social 
researching: politics, problems, practice London: Routledge and Kegan Paul 
GRANT, R. and YANKSON, P. W. K. (2003) ‘City profile: Accra’ Cities 20 (1): 65–74 
GREED, C. (2003) Public toilets: inclusive urban design Oxford: Architectural Press 
GREER, G., (1991) The Change: Women, Aging and the Menopause London: Hamish Hamilton 
GROSZ, E. (1994) Volatile Bodies: Towards A Corporeal Feminism Bloomington: Indiana 
University Press 
GUBA, E. G., and LINCOLN, Y. S. (2008). “Paradigmatic controversies, contradictions, and 
emerging confluences” in DENZIN, N., and LINCOLN, Y. (Eds.) The landscape of qualitative 
research (3rd ed.) Thousand Oaks, CA: Sage pp. 255–286 
GUBA E.G., (1981) ‘Criteria for assessing the trustworthiness of naturalistic enquiries’ 
Educational Resources Information Center Annual Review Paper 29 (1): 75-91 
GUILLEMIN, M., & GILLAM, L. (2004) ‘Ethics, reflexivity, and “ethically important moments” in 
research’ Qualitative Inquiry, 10 (2): 261–280 
HAAS, A. (2003) ‘The theatre of phenomenology’ Angelaki: Journal of the Theoretical 
Humanities 8 (3): 73-84 
HAFSKJOLD, B., POP-STEFANIJA, B., GILES-HANSEN, C., WEERTS, E., FLYNN, E., WILBUR, J., 
BROGAN, K., ACKOM, K., FARRINGTON, M., PEUSCHEL, M., KLAESENER-METZNER, N., PLA 
CORDERO, R., CAVILL, S. and HOUSE, S. (2016) ‘Taking Stock: Incompetent at incontinence – 
why are we ignoring the needs of incontinence sufferers?’; Waterlines, 35(3): 219-227 
HALLBERG, L., HÖGDAHL, AM., NILSSON, L., and RYBO G. (1966) ‘Menstrual blood loss—a 
population study. Variation at different ages and attempts to define normality’ Acta 
Obstetricia et Gynecologica Scandinavica 45 (3): 320–51 
 357 
 
HAMID, T., PAKGOHAR, M., IBRAHIM, R. and DASTJERDI, M. (2015) ‘“Stain in life”: The 
meaning of urinary incontinence in the context of Muslim postmenopausal women through 
hermeneutic phenomenology’ Archives of Gerontology and Geriatrics, 60(3): 514-521 
HAMMAM, R.A.M., ABBAS, R. A, and HUNTER, M. S. (2012) 'Menopause and work--the 
experience of middle-aged female teaching staff in an Egyptian governmental faculty of 
medicine' Maturitas, 71 (3): 294–300  
HAMMERSLEY, M. and ATKINSON, P. (2007) Ethnography: Principles in Practice 3rd edition 
Taylor and Francis e-Library 
HARAWAY, D., (1991) Simians, Cyborgs, and Women: The Reinvention of Women London: 
Routledge 
HARDING, S. (1987) “Introduction: Is there a feminist method?” in HARDING, S. (Ed.) Feminism 
and Methodology Bloomington: Indiana University pp. 1-14 
HARDING, S., (1986) The Science Question in Feminism Ithaca: Cornell University Press 
HARLOW, S.D., CAIN, K., CRAWFORD, S., DENNERSTEIN, L., LITTLE, R., MITCHELL, E.S., NAN, B., 
RANDOLPH, J.F., TAFFE, J., and YOSEF, M. (2006) ‘Evaluation of four proposed bleeding criteria 
for the onset of late menopausal transition’ Journal of Clinical Endocrinology & Metabolism 91 
(9): 3432-3438 
HARMAN, G. (2007) Heidegger explained: From phenomenon to thing Illinois:  Open Court 
HART, C., (2001) Doing a literature search: a comprehensive guide for the social sciences 
London: Sage 
HEIDEGGER, M. (1977) The question concerning technology and other essays New York: Harper 
HELPAGE INTERNATIONAL (2013) Global AgeWatch Index 2013: Insight report London: 
HelpAge International 
HESS, R., CONROY M.B., NESS, R., BRYCE C.L., DILLON, S., CHANG. C.C., and MATTHEWS K.A. 
(2009) ‘Association of lifestyle and relationship factors with sexual functioning of women 
during midlife’ The Journal of Sexual Medicine 6 (5): 1358–1368 
HESSE-BIBER, S. N., and LEAVY, P. (2006). “In-depth interview.”  In HESSE-BIBER, S.N. and 
LEAVY, P., (Eds.) The practice of qualitative research Thousand Oaks, CA: Sage. pp. 119–145 
HIGGINBOTTOM, G. (2004) ‘Sampling issues in qualitative research’ Nurse Researcher 12 (1): 
7-19 
HILL, K. (1996) ‘The demography of menopause’ Maturitas 23 (2): 113-27 
HOHENTHAL, J., MINOIA, P. and PELLIKKA, P. (2016) ‘Mapping Meaning: Critical 
Cartographies for Participatory Water Management in Taita Hills, Kenya’ The Professional 
Geographer, 69(3): 383-395  
 358 
 
hooks, b. (2016) ‘Moving beyond pain’ http://www.bellhooksinstitute.com/blog/ 
2016/5/9/moving-beyond-pain [accessed: 19/03/2018) 
HOUSE, S., FERRON, S., SOMMER, M., and CAVILL, S. (2014) Violence, Gender & WASH: A 
practitioner’s toolkit. Making water, sanitation and hygiene safer through improved 
programming and services, SHARE Consortium Accessed online at: http://violence-
wash.lboro.ac.uk/  [last accessed: 18/03/2018] 
HOUSE, S., MAHON T. and CAVILL, S. (2012) Menstrual hygiene matters. A resource for 
improving menstrual hygiene around the world London: WaterAid 
HUBBARD, P., KITCHIN, R., BARTLEY, B., and FULLER, D. (2002) Thinking Geographically: Space, 
Theory and Contemporary Human Geography London: Continuum 
HUGHES, R. and HUBY, M. (2004) ‘The construction and interpretation of vignettes in social 
research’ Social Work and Social Sciences Review, 11(1): 36-51 
HUGHES, R., and HUBY, M. (2002) ‘The application of vignettes in social and nursing research’ 
Journal of Advanced Nursing 37 (4): 382-6  
HUGHES, R. (1998) ‘Considering the Vignette Technique and its Application to a Study of 
Drug Injecting and HIV Risk and Safer Behaviour’ Sociology of Health and Illness, 20(3): 381-
400 
HUNTER M.S., and CHILCOT, J. (2013) ’Testing a cognitive model of menopausal hot 
flushes and night sweats.’ Journal of Psychosomatic Research 74 (4): 307-312 
HUSSERL, E. (1927) “Phenomenology” in Encyclopaedia Britannica 14th ed. Vol 17 pp.699-702 
HYDÉN L.C., AND BÜLOW P.H. (2003) ‘Who’s talking: drawing conclusions from focus groups 
– some methodological considerations’ International Journal of Social Research Methodology 
6(4):305–321 
ICWE (International Conference on Water and the Environment) (1992) The Dublin 
Statement on Water and Sustainable Development Dublin, Ireland, 
http://www.wmo.int/pages/prog/hwrp/documents/english/icwedece.html [last accessed: 
18/09/2018] 
INTEMANN, K., (2010) ’25 years of feminist empiricism and standpoint theory: Where are we 
now?’ Hypatia 25 (4): 778-796 
INTERNATIONAL FUND FOR AGRICULTURAL DEVELOPMENT (2009) Good practices in 
participatory mapping Rome: IFAD 
INTERNATIONAL LABOUR ORGANIZATION (1976) Employment, Growth and Basic Needs: A 
One-World Problem Geneva: ILO 
JAEGER, R., (1988) Contemporary methods for research in education Washington: American 
Educational Research Association  
 359 
 
JAGGAR, A. (1983) Feminist Politics and Human Nature Brighton: Wheatsheaf 
JARIATH, N., HOGERNEY, M., AND PARSONS, C. (2000) ‘The Role of the Pilot Study: A Case 
Illustration from Cardiac Nursing Research’, Applied Nursing Research 13(2): 92–6 
JASSIM, G. and AL-SHBOUL, Q. (2008) ‘Attitudes of Bahraini women towards the menopause: 
Implications for health care policy’ Maturitas 59(4): 358-372 
JEHU-APPIAH, C., ARYEETEY, G., SPAAN, E., DE HOOP, T., AGYEPONG, I. and BALTUSSEN, R. 
(2011) ‘Equity aspects of the National Health Insurance Scheme in Ghana: Who is enrolling, 
who is not and why?’ Social Science & Medicine, 72(2): 157-165 
JEWITT, S. and RYLEY, H., (2014) ‘It’s a girl thing: Menstruation, school attendance, spatial 
mobility and wider gender inequalities in Kenya’ Geoforum 56 (1): 137-147 
JEWITT, S. (2011) ‘Geographies of shit: spatial and temporal variations in attitudes towards 
human waste’ Progress in Human Geography, 35(5): 608-626 
JOGDAND, K. and YERPUDE, P. (2011) ‘A community-based study on menstrual hygiene among 
adolescent girls – India’ Indian Journal on Maternal and Child Health 13(3): 1-6 
JOHNSON B.C. (1982) “Traditional practices affecting the health of women in Nigeria” in 
BAASHER, T., BANNERSMAN R.H., RUSHWAN H and SHARAF I (eds.) Traditional practices 
affecting the health of women and children Alexandria: WHO Regional Office for the Eastern 
Mediterranean 
JOHNSON, R. and ONWUEGBUZIE, A. (2004) ‘Mixed Methods Research: A Research Paradigm 
Whose Time Has Come.’ Educational Researcher 33(7): 14-26 
JOHNSTON-ANUMONWO, I., and OBERHAUSER, A.M., (2014) “Introduction: engaging 
feminism and development- worlds of inequality and change” in OBERHAUSER, A.M., and 
JOHNSTON-ANUMONWO, I., (eds.) Global perspectives on Gender and Space: engaging 
feminism and development Abingdon: Routledge pp.1-14 
JONES, H.E., and WILBUR, J. (2014) Compendium of accessible WASH technologies available 
online at: http://www.wateraid.org/what-we-do/our-approach/research-and-
publications/view-publication?id=aff6d098-00f2-42e5-b9a0-22ec2b264a5e  [accessed: 
19/03/2018] 
JONES, H.E, FISHER, J. and REED, R. A. (2012) ‘Water and sanitation for all in low-income 
countries’ Proceedings of the Institution of Civil Engineers- Municipal Engineer, 165 (3): 167 - 
174 
JONES, H.E., and JANSZ S. (2008) Disability and Sanitation. Briefing Note 3 London: WaterAid 
 360 
 
JONES, H.E. and REED, R.A. (2005) Water and Sanitation for Disabled People and Other 
Vulnerable Groups: Designing Services to Improve Accessibility. WEDC, Loughborough 
University, UK.  
JONES, H.E., REED, R.A. and BEVAN, J.E (2003) ‘Water and sanitation for the disabled in low-
income countries’ Proceedings of the Institute of Civil Engineers – Municipal Engineer 156(2): 
135–141 
JOSHI, D. and FAWCETT, B. (2001) ‘Water projects and women’s empowerment’ in 27th WEDC 
Conference, Zambia, http://wedc.lboro.ac.uk/resources/conference/27/Joshi.pdf  [last 
accessed 18/3/2018] 
KABEER, N., (1999) ‘Resources, agency, achievement: reflections on the measurement of 
women’s empowerment’ Development and Change 30 (3): 435-64 
KABEER, N., (1994) Reversed realities: Gender hierarchies in development thought London: 
Verso 
KAFLE, N.P. (2011) ‘Hermeneutic phenomenological research method simplified’ Bodhi: An 
Interdisciplinary Journal 5 (1):181-200 
KAPUR, P., SINHA, B. and PEREIRA, B. (2009) ‘Measuring climacteric symptoms and age at 
natural menopause in an Indian population using the Greene Climacteric Scale’ Menopause 
16(2): 378-384 
KENYON, S., (2003) ‘Understanding social exclusion and social inclusion’ Municipal Engineer 
156 (2) :97-104 
KHANDWALA, S. (1998) ‘Primary care of the perimenopausal woman’ Primary Care Update: 
Obstetrics and Gynaecology 5 (1): 43-49 
KHANNA, A., GOYAL, R.S., and BHAWSAR, R. (2005) ‘Menstrual practices and reproductive 
problems a study of adolescent girls in Rajasthan’ Journal of Health Management 7 (1): 91–
107 
KIDNEY, M. (2013) “Girls for Girls Programme, Kenya” in SHAW, R. (ed.) Proceedings of the 
36th WEDC Conference, Loughborough University, UK: WEDC 
KIM, Y. (2010) ‘The pilot study in qualitative inquiry: identifying issues and learning lessons for 
culturally competent research’ Qualitative Social Work 10 (2): 190-206 
KIRAGU S. and WARRINGTON, M., (2013) ‘How we used moral imagination to address ethical 
and methodological complexities while conducting research with girls in school against the 
odds in Kenya’ Qualitative Research 13 (2): 173-189 
KISSLING, E.A., (2002) ‘On The Rag On Screen: Menarche In Film And Television’ Sex Roles 46 
(1-2): 5-12 
 361 
 
KITCHIN, R., and TATE, N. (2000) Conducting Research in Human Geography: Theory, 
Methodology and Practice London: Routledge 
KOERBER, A. and MCMICHAEL, L. (2008) ‘Qualitative Sampling Methods: A Primer for 
Technical Communicators’ Journal of Business and Technical Communication 22 (4) :454-473 
KOLWACEK, I., ROTTE, D., BANZ, C., and DIERICH, K. (2005) ‘Women's attitude and perceptions 
towards menopause in different cultures. Cross-cultural and intra-cultural comparison of pre-
menopausal and post-menopausal women in Germany and in Papua New Guinea.’ Maturitas 
51 (3): 227-35 
KOMAN, A.L., PATERSON SMITH, A.B., and SHILTA, J.S., (2004) ‘Cerebral palsy’ The Lancet 363 
(9421): 1619–31 
KOTHARI, M. (2003) Privatising human rights – the impact of globalisation on adequate 
housing, water and sanitation Accessed online at: 
http://unpan1.un.org/intradoc/groups/public/documents/APCITY/UNPAN010131.pdf 
[accessed: 19/03/2018] 
KOTHARI, U. (2001) “Power, Knowledge, and Social Control in Participatory Development.” In 
COOKE, B and KOTHARI U. (eds.)  Participation: The New Tyranny? London: Zed pp. 139-52 
KOTLER, P. and ARMSTRONG, G. (1996). Principles of marketing. Englewood Cliffs, New Jersey: 
Prentice Hall. 
KRALIK, D., KOCH, T., and BRADY, B.M., (2000) ‘Pen pals: correspondence as a method for data 
generation in qualitative research’ Journal of Advanced Nursing 31 (4): 909-917 
KRISTENSEN, P. (2004) ‘The DPSIR Framework’ Paper presented at a workshop on a 
comprehensive / detailed assessment of the vulnerability of water resources to environmental 
change in Africa using river basin approach. UNEP Headquarters, Nairobi, Kenya, 27th-29th 
September 2004 
KRISTEVA, J. (1982) Powers of Horror: An Essay on Abjection Translated by Leon Roudiez. New 
York: Columbia University Press 
KRUEGER, R.A (1994) Focus Groups: A Practical Guide for Applied Research (2nd edn). 
Thousand Oaks, CA: Sage. 
KUMAR, A. and SRIVASTAVA, K. (2011) ‘Cultural and social practices regarding menstruation 
among adolescent girls’ Social Work in Public Health 26 (6): 594–604 
KUPOLUYI, J.A., EKUDAYO, O.O., and AKINYEMI, A.I. (2015) ‘Nigerian menopause rating scale 
(MRS). Experience in postmenopausal women’ Maturitas 81 (1): 177 
KUSI, A., HANSEN, K., ASANTE, F. and ENEMARK, U. (2015) ‘Does the National Health Insurance 
Scheme provide financial protection to households in Ghana?’ BMC Health Services Research 
15(1): 331 
 362 
 
KWAWUKUME E.Y., GHOSH T.S. and WILSON J.B. (1993) ‘Menopausal age of Ghanaian 
women’ International Journal of Gynaecology and Obstetrics 40 (2): 151-155 
LaDMA (2013) District Environmental Sanitation Strategy and Strategic Action Plan Accra: 
LaDMA. Unpublished 
LAPAN, S.D., QUARTAROLI, M.T. and RIEMER, F.J. (2012) Qualitative Research: An Introduction 
to Methods and Designs San Francisco: John Wiley and Sons 
LARKIN, M., WATTS, S., and CLIFTON, E., (2006) ‘Giving voice and making sense in interpretive 
phenomenological analysis’ Qualitative Research in Psychology 3 (2):102-120 
LEATHES, B. (2012) Topic brief: Delegated management of water and sanitation services in 
urban areas: experiences from Kumasi, Ghana Available online at: 
http://www.wsup.com/resource/delegated-management-of-water-and-sanitation-services-
in-urban-areas-experiences-from-kumasi-ghana/ [Accessed: 20/05/2016]  
LEAVY, P. (2014) The Oxford handbook of qualitative research. Oxford: Oxford University Press 
LECOMPTE, M.D., and AUGILERA-BLACK BEAR, D.E., (2012) “Revisiting reliability and validity 
in higher education research and program evaluation” in SECOLSKY, C., and DENISON D.B. 
(eds) Handbook on measurement, assessment and evaluation in higher education New York: 
Routledge 
LEON, P., CHEDRAUI, P., HIDALGO, L., and ORITZ, F., (2007) ‘Perceptions and attitudes toward 
the menopause among middle aged women from Guayaquil, Ecuador’ Maturitas 57 (3): 233-
8 
LICHTMAN, M. (2013) Qualitative Research for the Social Sciences Thousand Oaks: Sage 
LIN, T., NG, S., CHEN, Y., HU, S. and D CHEN, G. (2005) ‘What affects the occurrence of 
nocturia more: menopause or age?’ Maturitas, 50(2): 71-77 
LINCOLN, Y.S., and GUBA, E.G. (1985) Naturalistic Inquiry Newbury Park: Sage 
LINDE, C., (2001) ‘Narrative and social tacit knowledge’ Journal of Knowledge Management 5 
(2): 160-170 
LIU, M., WANG, Y., LI, X., LIU, P., YAO, C., DING, Y., ZHU, S., BAI, W. and LIU, J. (2013) ‘A health 
survey of Beijing middle-aged registered nurses during menopause’ Maturitas, 74(1): 84-88 
LOCKE, L.F., SPIRDUSON, W. W., AND SILVERMAN, S.J. (2000) Proposals that Work: A Guide for 
Planning Dissertations and Grant Proposals. Thousand Oaks, CA:SAGE 
LONG, T., and JOHNSON, M. (2007) Research Ethics in the Real World: Issues and Solutions for 
Health and Social Care Philadelphia: Churchill Livingstone Elsevier 
LONGINO, H., (2002) The fate of knowledge Princeton: Princeton University Press 
 363 
 
LOPEZ K.A., and WILLIS D.G., (2004) ‘Descriptive versus interpretive phenomenology: their 
contributions to nursing knowledge’ Qualitative Health Research 14 (5): 726-735 
LOUE, S., and SAJATOVIC, M. (2008) Encyclopaedia of Ageing and Health New York: Springer 
Science and Business Media   
LOUGHNAN, L., BAIN, R., ROP, R., SOMMER, M. and SLAYMAKER, T. (2016) ‘What can existing 
data on water and sanitation tell us about menstrual hygiene management?’ Waterlines 35 
(3): 228-244 
LUND, R., DEI, L.A., BOAKYE, K.A., and OPOKU-AGYEMANG. E. (2008) ‘It’s all about livelihoods. 
A study of women working in stone chip production in Cape Coast municipality’ Norwegian 
Journal of Geography 62 (3): 139–48 
MACGREGOR E.A. (2012) ‘Perimenopausal migraine in women with vasomotor symptoms’ 
Maturitas 71 (1): 79-82 
MACKIE, F. (1997) “The Left Hand of the Goddess: The Silencing of Menopause as a Bodily 
Experience of Transition” in KOMESAROFF, P., ROTHFIELD P., and DALY, J., (eds.) 
Reinterpreting Menopause: Cultural and Philosophical Issues London: Routledge pp.17-31 
MACLENNAN, A., THOMPSON, S. and GECZ, J. (2015). Cerebral palsy: causes, pathways, and 
the role of genetic variants. American Journal of Obstetrics and Gynecology, 213(6): 779-788 
MAHARAJ, N., (2003) The Gender Approach to Water Management: Lessons Learnt Around 
the Globe The Netherlands: GWA 
MAHON, T. and FERNANDES, M. (2010) ‘Menstrual hygiene in South Asia: a neglected issue 
for WASH (water, sanitation and hygiene) programmes’ Gender & Development, 18(1): 99-113 
MAITER, S., SIMICH, L., JACOBSON, N., and WISE, J. (2008) ‘Reciprocity: an ethic for 
community-based participatory action research’ Action Research 6 (3): 305-325 
MAKARA-STUDZIŃŚKA, M., KRYŚ-NOSZCZYK, K. and JAKIEL, G. (2014) ‘Epidemiology of the 
symptoms of menopause – an intercontinental review’ Menopausal Review, 13(3): 203-211 
MALTERUD, K., SIERSMA, V. and GUASSORA, A. (2016) ‘Sample Size in Qualitative Interview 
Studies’ Qualitative Health Research, 26(13): 1753-1760 
MANSOUR, G., and ESSEKU, H., (2017) Situation analysis of the urban sanitation sector in 
Ghana  , Accra: WSUP Available online at: https://www.wsup.com/insights/situation-analysis-
of-the-urban-sanitation-sector-in-ghana/ [accessed: 08/04/2018] 
MARIAMPOLSKI, H. (2001) Qualitative Market Research: A comprehensive guide Thousand 
Oaks: Sage 
MARKOVÀ, I., LINELL, P., GROSSEN, M., and ORVIG A.S., (2007) Dialogue in Focus Groups: 
Exploring Socially Shared Knowledge. London: Equinox. 
 364 
 
MARSHALL, L., SPIEGELMAN, D., BARBIERI, R., GOLDMAN, M., MANSON, J., COLDITZ, G., 
WILLETT, W. and HUNTER, D. (1997) ‘Variation in the Incidence of Uterine Leiomyoma 
Among Premenopausal Women by Age and Race’ Obstetrics & Gynecology, 90(6): 967-973 
MARTIN, E.A. (2010) Oxford Concise Medical Dictionary Oxford: Oxford University Press 
MARVAN, M.L., CASTILLO-LÓPEZ, R.L. and ARROYO, L. (2013) ‘Mexican beliefs and attitudes 
towards menopause and menopause-related symptoms’ Journal of Psychosomatic Obstetrics 
and Gynaecology 34 (1): 39-45 
MASON, J. (2002) Qualitative Researching 2nd Edition London: Sage 
MASON, L., NYOTHACH, E., ALEXANDER, K., ODHIAMBO, F., ELEVELD, A., VULULE, J., 
RHEINGANS, R., LASERSON, K., MOHAMMED, A. and PHILLIPS-HOWARD, P. (2013). ‘We Keep 
It Secret So No One Should Know’ – A Qualitative Study to Explore Young Schoolgirls Attitudes 
and Experiences with Menstruation in Rural Western Kenya’ PLoS ONE, 8(11): e79132. 
MAZALI, R. (2001). Maps of women’s goings and stayings. Stanford, CA: Stanford University 
Press. 
MAZEAU, A., REED, B., SANSOM, K., and SCOTT, R. (2014) ‘Emerging categories of urban shared 
sanitation’ Water and Environment Journal 28(4): 592-608 
MAZEAU, A. (2013) No toilet at home: implementation, usage and acceptability of shared 
toilets in urban Ghana, PhD thesis, Loughborough University 
MCGRANAHAN, G. (2007) “Improving Water and Sanitation Services in Deprived Urban 
Neighborhoods: Avoiding Global Distractions and Pursuing Local Priorities” In GARLAND, A., 
MASSOUMI, M. and RUBLE, A. (eds). Global Urban Poverty: Setting the Agenda Washington:  
The Woodrow Wilson International Center for Scholars pp. 89–116. 
MCKEGANEY, N., ABEL, M. and HAY, G. (1996) ‘Contrasting methods of collecting data on 
injectors' risk behaviour’ AIDS Care, 8(5): 557-564 
MCMAHON S.A., WINCH, P.J., CARUSO, B.A., OBURE, A.F., OGUTU, E.A., OCHARI, I.A., and 
RHEINGANS, R.D. (2011) 'The girl with her period is the one to hang her head' Reflections on 
menstrual management among schoolgirls in rural Kenya’ BMC International Health and 
Human Rights, 11(1). 
MCROBBIE, A., (1982) ‘The politics of feminist research: between talk, text and action’ 
Feminist Review 12 (1): 46-57 
MEDLAND, L. (2014) Developing standards for household latrines in Rwanda, PhD thesis, 
Loughborough University 
MENDOZA, N., SÁNCHEZ-BORREGO, R., CANCELO M.J. CALVO, A., CHECA, M.A., CORTÉS, J., 
ELORRIAGA, M.A., DÍAZ T., GONZÁLEZ J.V., LETE, I., LOBO, P., MARTÍNEZ-ASTORQUIZA, T., 
NIETO, A., OLALLA, M.A., PÉREZ-CAMPOS, E., PORQUERAS, R., QUEREDA, F., SALAMANCA, A., 
 365 
 
and DE LA VIUDA, E. (2013) ‘Position of the Spanish Menopause Society regarding the 
management of perimenopause’ Maturitas 74 (3): 283-290 
MENSAH, J., OPPONG, J. and SCHMIDT, C. (2010) ‘Ghana's national health insurance scheme 
in the context of the health MDGs: an empirical evaluation using propensity score matching’ 
Health Economics, 19(S1): 95-106 
MERLEAU-PONTY, M. (1962) The Phenomenology of Perception London: Routledge and Kegan 
Paul 
MESQUITA, B., and FRIJDA, N. H. (1992) ‘Cultural variation in emotions: A review’ Psychology 
Bulletin 112(2): 179–204 
MICKUNAS, A., AND STEWART D., (1974) Exploring Phenomenology Athens, OH: Ohio 
University Press 
MILLER-ROSSER, K., ROBINSON-MALT, S., CHAPMAN, Y., FRANCIS, K. (2009) ‘Analysing oral 
history: A new approach when linking method to methodology’ International Journal of 
Nursing Practice, 15(5): 475-480 
MINGERS, J. (2006) ‘A critique of statistical modelling in management science from a critical 
realist perspective: its role within multimethodology’ Journal of the Operational Research 
Society 57(2): 202-219 
MINISTRY OF FOOD AND AGRICULTURE (MOFA) (2006) Annual progress report, 2006 Accra: 
Government of Ghana 
MINTZBERG, H. (1994) The rise and fall of strategic planning Englewood Cliffs, New Jersey: 
Prentice-Hall 
MLGRD (2010) Environmental Sanitation Policy Accra: Government of Ghana Ministry of Local 
Government and Rural Development 
MOHER, D., LIBERATI, A., TETZLAFF, J. and ALTMAN, D. G. (2009) ‘Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses: The PRISMA Statement’ PLoS Med 6(7): e1000097  
MOLONY, T. and HAMMETT, D. (2007) ‘The Friendly Financier: Talking Money with the 
Silenced Assistant’ Human Organization 66(3): 292-300 
MOLYNEUX, C., GOUDGE, J., RUSSELL, S., CHUMA, J., GUMEDE, T. and GILSON, L. (2009) 
‘Conducting health-related social science research in low income settings: ethical dilemmas 
faced in Kenya and South Africa’ Journal of International Development 21(2): 309-326 
MOLYNEUX, M. (1985) ’Mobilisation without Emancipation? Women’s Interests, The State, 
and Revolution in Nicaragua,’ Feminist Studies 11 (2): 227-54 
MOORE, B. (1981) ‘Climacteric symptoms in an African community’ Maturitas, 3 (1): 25–29 
MORAN, D. (2000) Introduction to Phenomenology London: Routledge 
 366 
 
MORGALL, J.M. (1991) Developing Technology Assessment. A Critical Feminist Approach, 
Doctoral Dissertation, University of Lund, Lund. 
MORGAN, D. L. (2007) ‘Paradigms lost and pragmatism regained: Methodological implications 
of combining qualitative and quantitative methods.’ Journal of Mixed Methods Research, 1(1): 
48-76. 
MORGAN D.L. (1996) ‘Focus groups.’ Annual Review of Sociology 22(1): 129–152 
MORSE, J.M. (1997) Completing a qualitative project: Details and Dialogue Thousand Oaks: 
Sage  
MOSBY'S MEDICAL DICTIONARY, 10th EDITION (2017) St Louis: Elsevier 
MOSELLO, B. (2017) How to reduce inequalities in access to WASH - Urban water in Ghana 
London: Overseas Development Institute 
MOSER, C. (2003) Gender planning and development. London: Routledge 
MURALIDHARAN, A., PATIL, H. and PATNAIK, S. (2015) ‘Unpacking the policy landscape for 
menstrual hygiene management: implications for school WASH programmes in India’ 
Waterlines 34 (1): 79-91 
MWRWH (2007) National Water Policy Accra: Government of Ghana Ministry of Resources, 
Works, and Housing 
NACHTIGALL, L.E. (1998) ‘The symptoms of perimenopause’ Clinical Obstetrics and 
Gynaecology 41 (1): 921-7 
NARAYAN, D. (1995) The Contribution of People’s Participation – Evidence from 121 Rural 
Water Supply Projects Washington: The World Bank 
NARAYAN, K.A., SRINIVASA, D.K., PELTO, P.J., and VEERAMMAL, S. (2001) ‘Puberty rituals, 
reproductive knowledge and health of adolescent schoolgirls in south India’, Asia-Pacific 
Population Journal 16 (2): 225–38 
NEMADE, D., ANJENAYA, S., and GUJAR, R. (2009) ‘Impact of health education on knowledge 
and practices about menstruation among adolescent school girls of Kalamboli, Navi Mumbai’ 
Health and Population: Perspectives and Issues 32 (4): 167–75 
NHIA (2013) NHIA Annual Report 2013 Accra: NHIA 
NHIA (2012) NHIA Annual Report 2012 Accra: NHIA 
NICHOLS, T. (2014) “Measuring Gender Inequality in Angola: A Feminist-Ecological Model for 
Evaluation” in BRISOLARA, S., SEIGART, D., and SENGUPTA, S. (eds) Feminist Evaluation and 
Research: Theory and Practice New York: The Guilford Press pp.176-196 
 367 
 
NIJHOFF, M. (1973) Edmund Husserl: The Idea of Phenomenology The Hague: Martinus Nijhoff 
NONAKA, I.a.H.T. (1995) The Knowledge-Creating Company: How Japanese Companies Create 
the Dynamics of Innovation London: Oxford University Press 
NOY, C. (2008) ‘Sampling knowledge: The hermeneutics of snowball sampling in qualitative 
research’ International Journal of Social Research Methodology 11 (4):327-344 
NUKUNYA G.K. (1969) Kinship and Marriage among the Anlo Ewe London: The Athlone Press 
O’NEILL, M., (1996) “Researching prostitution and violence: feminist praxis” in HESTER, L., 
KELLY, L. and RADFORD J. (eds.) Women, violence and male power Buckingham: Open  
OAKLEY, A. (1981) “Interviewing women: A contradiction in terms” In ROBERTS, H. (Ed.) Doing 
feminist research London: Routledge & Kegan Paul pp. 30-61 
O'CATHAIN, A., MURPHY, E. and NICHOLL, J. (2008) ‘Multidisciplinary, Interdisciplinary, or 
Dysfunctional? Team Working in Mixed-Methods Research’ Qualitative Health Research, 
18(11): 1574-1585 
ODEN, M.D. AND LENTZ, R.G. (2001) ‘Digital divide or digital opportunity in the Mississippi 
Delta region of the US’ Telecommunications Policy 25(5): 291-313 
ODIARI. E.A., and CHAMBERS, A.N. (2012) ‘Perceptions, attitudes, and self-management of 
natural menopausal symptoms in Ghanaian women’ Health Care for Women International 33 
(6): 560-574 
OKONOFUA, F.E., LAWAL, A., and BAMGBOSE, J.K. (1990) ‘Features of menopause and 
menopausal age in Nigerian women’ International Journal of Gynecology and Obstetrics 31 
(4): 341-345 
ONWUEGBUZIE, A.J., and LEECH, N.L., (2007) ‘A call for qualitative power analyses’ Quality 
and Quantity 41 (1):105-121 
OPPONG, C. (1974) ‘Attitudes to family size among unmarried junior civil servants’ Journal of 
African Studies 9 (1-2): 76-82 
ORAL HISTORY ASSOCIATION (2014) Principles and Best Practices for Oral History Available 
online at: http://www.oralhistory.org/about/principles-and-practices/ [accessed: 
25/06/2015] 
OSM (2008) Oforikrom Sub-Metropolitan District Council (Kumasi) District Environmental 
Sanitation Strategic Action Plan (DESSAP) 2008-2015, Kumasi: OSM 
OWUSU, G. and OTENG-ABABIO, M. (2014). Moving Unruly Contemporary Urbanism Toward 
Sustainable Urban Development in Ghana by 2030. American Behavioral Scientist, 59(3): 311-
327 
 368 
 
PALACIOS, S., HENDERSON, V.W., SISELES, N., TAN, D., and VILLASECA, P (2010) ‘Age of 
menopause and impact of climacteric symptoms by geographical region’ Climacteric 13 (5): 
419-28  
PALMER, I. (1977) ‘Rural women and the basic-needs approach to development’ International 
Labour Review 115(1): 97–107 
PANAGIOTOU, G., (2003) ‘Bringing SWOT into focus’ Business Strategy Review 14 (2): 8-10 
PAREEK, U., (1978) “Personal effectiveness” in JONES, J.E., AND PFEIFFER, J.W., (eds.) The 1978 
Annual Handbook for Group Facilitators California: University Associates 
PARPART, J.L. (1993) ‘Who is the ‘Other’? A postmodern critique of women and development 
theory and practice’ Development and Change 24 (3): 439-464 
PATTON, M. (1990) Qualitative Research and Evaluation Methods 2nd Edition Newbury Park, 
CA: Sage 
PEET, R., and HARTWICK, E. (2009) Theories of Development Second Edition: Contentions, 
Arguments, Alternatives New York: The Guilford Press 
PERRI, 6. AND BELLAMY, C. (2012) Principles of Methodology: Research Design in Social Science 
Los Angeles: Sage 
PERRY, S.E. (2001) ‘Appropriate Use of Pilot Studies’, Journal of Nursing Scholarship 33(2): 107 
PETERSEN, R.D. AND VALDEZ, A. (2005) ‘Using Snowball-Based Methods in Hidden Populations 
to Generate a Randomized Community Sample of Gang-Affiliated Adolescents’ Youth Violence 
and Juvenile Justice 3 (2): 151-167  
PHILO C (2000) “Social exclusion” in JOHNSTON RJ, GREGORY D, PRATT G AND WATTS M (eds.) 
The Dictionary of Human Geography Oxford: Blackwell pp.751-2 
PICKERILL, J. (2015) ‘Cold Comfort? Reconceiving the Practices of Bathing in British Self-Build 
Eco-Homes’ Annals of Association of American Geographers 105 (5): 1061-1077 
POLANYI, M., (1958) Personal Knowledge Chicago: University of Chicago Press 
POLIT, D.F. and BECK, C.T (2005) Essentials of nursing research: methods, appraisal and 
utilisation 6th edition Philadelphia: Lippincott Williams and Wilkins 
PORTELLI, A., (1998) “What makes oral history different?” in PERKS, R., and THOMSON A., 
(eds.) The Oral History Reader New York: Routledge pp.63-74 
PUNYAHOTRA, S., DENNERSTEIN, L. and LEHERT, P. (1997) ‘Menopausal experiences of Thai 
women. Part 1: Symptoms and their correlates’ Maturitas 26 (1):1–7 
RAGHURAM, P., MADGE, C. and NOXOLO, P. (2009) ‘Rethinking responsibility and care for a 
postcolonial world’ Geoforum, 40(1): 5-13 
 369 
 
RAHMAN, N. (1996) ‘Caregivers' Sensitivity to Conflict: the use of vignette methodology’ 
Journal of Elder Abuse & Neglect, 8(1): 35-47 
RAZAVI, S. and MILLER, C. (1995) From WID to GAD: Conceptual Shifts in the Women and 
Development Discourse Occasional Paper No.1 Geneva: UN Research Institute 
REED, B. J. and BEVAN, J. (2014). Managing hygiene promotion in WASH programmes available 
online at: http://wedc.lboro.ac.uk/resources/booklets/G013-Hygiene-promotion-online.pdf 
[Accessed 28/9/2017] 
REED, B.J., COATES, S. and PARRY-JONES, S. et al (2007) Infrastructure for all: Meeting the 
needs of both men and women in development projects- a practical guide for engineers, 
technicians and project managers. Loughborough: Loughborough University. Water, 
Engineering and Development Centre (WEDC) 
REINERS G.M. (2012) ‘Understanding the differences between Husserl’s (descriptive) and 
Heidegger’s (interpretive) phenomenological research’ Nursing and Care 1 (5): 119-121 
REINHARZ, S., (1983) “Experiential analysis: a contribution to feminist research” in BOWLES, 
G., and KLEIN, R.D. (eds.) Theories of women’s studies London: Routledge and Kegan Paul 
pp.162-191 
ROBINSON, D., TOOZS-HOBSON, P. and CARDOZO, L. (2013) ‘The effect of hormones on the 
lower urinary tract’ Menopause International, 19(4): 155–162 
ROBINSON, O.C., (2014) ‘Sampling in interview-based qualitative research: a theoretical and 
practical guide’ Qualitative Research in Psychology 11 (1): 25-41 
ROBSON, C. and MCCARTAN, K. (2016) Real World Research Fourth Edition Chichester: John 
Wiley and Sons 
ROBSON, C. (2011) Real World Research, 3rd Edition UK: John Wiley & Sons Ltd. 
ROGERS, W., (1997) “Sources of Abjection in Western Responses to Menopause” in 
KOMESAROFF, P., ROTHFIELD P., and DALY, J., (eds.) Reinterpreting Menopause: Cultural and 
Philosophical Issues London: Routledge pp.225-238 
ROWLANDS, J. (1997) Questioning Empowerment: Working with Women in Honduras Oxford: 
Oxfam Publishing  
ROZIN, P., HAIDT, J. and MCCAULEY, C. R. (1993) “Disgust” In Lewis, M. and Haviland, J. M. 
(eds.) Handbook of emotions New York: Guilford Press 
RUBLI, S. (2017) ‘How Menstruation Affects The Sustainable Development Goals’  
http://www.huffingtonpost.ca/sabrina-rubli/menstruation-and-the-sust_b_10140048.html  
[accessed: 27/05/17] 
RUDDICK, S. (1989). Maternal thinking: Toward a politics of peace. Boston, MA: Beacon Press 
 370 
 
RURAL WATER SUPPLY AND SANITATION PROJECT IN WESTERN NEPAL (2018) ‘Menstruation, 
WASH and RWSSP-WN Position Paper, RWSSP-WN Brief 2- 2018’ 
www.rwsspwn.org.np/briefs2018 [accessed: 7/4/2018] 
RYDHAGEN, B. (2002) ‘Feminist Sanitary Engineering in Vioolsdrif, South Africa’ Gender, 
Technology and Development 6 (2): 249-267 
SADLER, G.R., LEE, H.C., LIM, R.S.H., AND FULLERTON, J. (2010) ‘Recruitment of hard-to-reach 
population subgroups via adaptations of the snowball sampling strategy’ Nursing and Health 
Sciences 12(3): 369-374 
SALDAÑA, J. (2014) “Coding and analysis strategies” in LEAVY, P. (ed.) The Oxford Handbook 
of Qualitative Research New York: Oxford University Press pp.581-605  
SANDELOWSKI, M., (1986) ‘The problem of rigor in qualitative research’ Advances in Nursing 
Science 8 (1): 27-37 
SANGSTER, J., (1994) ‘Telling our stories: feminist debates and the use of oral history’ 
Women’s History Review 3 (1): 5-28 
SANSOM, K., REED, B.J., AND SHAW, R. (2011) An introduction to the Logical Framework 
Loughborough: WEDC, Loughborough University 
SATTERTHWAITE, D. (2003) ‘The Millennium Development Goals and urban poverty reduction: 
great expectations and nonsense statistics’ Environment and Urbanization, 15(2):181-190 
SCHENSUL, J.J., and LECOMPTE, M.D., (2013) Essential Ethnographic Methods: A Mixed 
Methods Approach London: Altamira Press 
SCHEYVENS, R., and MCLENNAN, S., (2014) “Introduction” in SCHEYVENS, R., (ed.) 
Development Fieldwork: A practical guide 2nd Edition London: Sage pp.1-16 
SCOTT, B., LAWSON, D. and CURTIS, V. (2007). Hard to handle: understanding mothers' 
handwashing behaviour in Ghana. Health Policy and Planning, 22(4): 216-224 
SCOTT, B., RABIE, T., CURTIS, V, and GARBRAH-AIDOO, N. (2002) What motivates handwashing 
in Ghana? A re-analysis of the formative research. World Bank Report. Unpublished 
SEFFAH, J., KWAME‐ARYEE. R.A., ADANU, R.M.K., MUNUMI, K., and AWOTWI, E.K. (2008) 
‘Indications for gynecologic surgery and their implications for sexual function in menopausal 
women’ International Journal of Gynaecology and Obstetrics 103 (3): 203-206 
SEIDEL, J. and KELLE, U., (1995) “Different functions of coding in the analysis of textual data” 
in KELLE, U. (ed) Computer-aided Qualitative Data Analysis: Theory, Methods and Practice 
London: Sage 
SEN, G. (1997) ‘Empowerment as an Approach to Poverty’ Working Paper Series 97.07, 
Background paper for the UNDP Human Development Report, New York: UNDP 
 371 
 
SERTEGLO, J., KEDDEY, R.S., AGBEMAFLE, I., KUMORDZIE S., and STEINER-ASEIDU, M. (2012) 
‘Determinants of menopausal symptoms among Ghanaian women’ Current Research Journal 
of Biological Sciences 4 (4): 507-512 
SHANNON-BAKER, P. (2016) ‘Making Paradigms Meaningful in Mixed Methods Research.’ 
Journal of Mixed Methods Research 10(4): 319-334  
SHEEHY, G., (1991) ‘The Silent Passage: Menopause’ Vanity Fair, October 1991 pp.118-57 
SHENTON, A.K., (2007) ‘Viewing information needs through a Johari Window’ Reference 
Services Review 35 (3): 437-496 
SHOPES, L., (2003) ‘Commentary: Sharing authority’ The Oral History Review 30 (1): 103-10 
SILK, J. (2004) ‘Caring at a distance: gift theory, aid chains and social movements’ Social and 
Cultural Geography 5 (2): 229–251 
SJÖBLOM, A.C. (1994). Ungdom och handikapp. Röreleshindrade ungdomars erfarenheter og 
förväntningar i ett kulturteoretisk perspektiv [Youth and handicap. Physically handicapped 
youths’ experiences and expectations in a culture theoretical perspective] (Vol. 18). Umeå, 
Sweden: Umeå Universitet, Institutionen för Socialt Arbete 
SMITHSON. J., (2000) ‘Using and analysing focus groups: limitations and possibilities’ 
International Journal of Social Research Methodology 3(2): 103–119 
SOMMER, M., FIGUEROA, C., KWAUK, C., JONES, M. and FYLES, N. (2017) ‘Attention to 
menstrual hygiene management in schools: An analysis of education policy documents in low- 
and middle-income countries’ International Journal of Educational Development 57(1): 73-82 
SOMMER, M., CARUSO, B., SAHIN, M., CALDERON, T., CAVILL, S., MAHON, T. and PHILLIPS-
HOWARD, P. (2016). ‘A Time for Global Action: Addressing Girls’ Menstrual Hygiene 
Management Needs in Schools’ PLOS Medicine, 13(2): 1001962 
SOMMER, M., KJELLÉN, M. and PENSULO, C. (2013) ‘Girls' and women's unmet needs for 
menstrual hygiene management (MHM): the interactions between MHM and sanitation 
systems in low-income countries’ Journal of Water, Sanitation and Hygiene for Development 
3(3): 283-297 
SOMMER, M. and SAHIN, M. (2013) ‘Overcoming the Taboo: Advancing the Global Agenda for 
Menstrual Hygiene Management for Schoolgirls’ American Journal of Public Health, 103(9): 
1556-1559 
SOMMER, M. and ACKATIA-ARMAH, T. (2012) ‘The gendered nature of schooling in Ghana: 
hurdles to girls’ menstrual management in school’ JENdA 20 (1): 63–79 
SOMMER, M. (2010) ‘Where the education system and women's bodies collide: The social and 
health impact of girls' experiences of menstruation and schooling in Tanzania’ Journal of 
Adolescence 33 (4): 521-529 
 372 
 
STANLEY, L., and WISE, S., (1983) Breaking out: Feminist consciousness and feminist research 
London: Routledge and Kegan Paul 
STEARNS, V., ULLMER, L., LOPEZ, J.F., SMITH, Y., ISSACS, C., and HAYES. D.F. (2002) ‘Hot 
flushes’ Lancet 360 (9348) :1851-61 
STEBBINS R.A. (2008) “Exploratory Research” in GIVEN, L.M. (ed.) The Sage Encyclopaedia of 
Qualitative Research Methods Los Angeles: Sage pp. 327-328 
STEVENSON, A., (2010) Oxford Dictionary of English Oxford: Oxford University Press 
TAFFE, J., and DENNERSTEIN, L., (2002) ‘Menstrual diary data and menopausal transition: 
Methodologic issues’ Acta Obstetricia et Gynecologica Scandinavica 81(7):588-594 
TAYLOR, D. R. F. (1991) “GIS and developing nations” IN D. J. MAGUIRE, M. F. GOODCHILD, 
and D. W. RHIND, (eds.) Geographical information systems: Principles and applications. New 
York: Longman Scientific and Technical, pp.71–84 
TEMPLE, B. (2002) ‘Crossed wires: interpreters, translators, and bilingual workers in cross-
language research’ Qualitative Health Research 12(6): 844–854  
TEMPLE, B., and EDWARDS, R. (2002) ‘Interpreters/translators and cross-language research: 
reflexivity and border crossings’ International Journal of Qualitative Methods 1(2): 1–12 
THAKUR, H., ARONSSON, A., BANSODE, S., STALSBY LUNDBORG, C., DALVIE, S. and FAXELID, E. 
(2014) ‘Knowledge, Practices, and Restrictions Related to Menstruation among Young Women 
from Low Socioeconomic Community in Mumbai, India.’ Frontiers in Public Health, 2(1): 2-7 
THE INTERNATIONAL BANK FOR RECONSTRUCTION AND DEVELOPMENT and THE WORLD 
BANK (2014) Rising through Cities in Ghana: Ghana Urbanization Review- Overview Report 
Washington: The International Bank for Reconstruction and Development and The World Bank 
THÉVENAZ, P. (1962) What is phenomenology? Chicago: Quadrangle Books 
THOMPSON, P., (2000) The Voice of the Past: Oral Testimony Oxford: Oxford University Press 
TIPPLE, A. G., KORBOE, D., WILLIS, K. and GARROD, G. (1998) ‘Who is building what in urban 
Ghana? Housing supply in three towns’ Cities, 15(6): 417–427 
TIPPLE, A.G. and KORBOE, D. (1998) ‘Housing Policy in Ghana: Towards a Supply-Oriented 
Future’ Habitat International, 22(3): 245 – 257 
TORPY, J.M., LYNM, C and GLASS R.M. (2003) ‘Perimenopause: beginning of menopause’ The 
Journal of the American Medical Association 289 (7): 940 
TRACY, S.J. (2013) Qualitative Research Methods West Sussex: Wiley-Blackwell 
 373 
 
TRIMBLE, J. E., and FISHER, C. B. (2006) “Our shared journey: Lessons from the past to protect 
the future” In TRIMBLE, J. E., and FISHER, C. B. (eds.) The handbook of ethical research with 
ethnocultural populations and communities Thousand Oaks, CA: SAGE pp. xv–xxix 
TRIVEDI, R., and PANDYA, M. (2017) ‘A survey study of Menopausal Syndrome in Western 
Gujarat Region’ International Journal of Scientific Research and Engineering 5 (7):6692-6697  
TUTU, K.O. (2011) Approaches to Sustainable Poverty Reduction in Ghana Accra: Smartlines 
Publishing Limited 
UN -ECOSOC (1995) Extracts from a statement on mainstreaming a gender equality 
perspective New York: United Nations 
UN HUMAN RIGHTS COUNCIL (2013) Report of the Special Rapporteur on the human right to 
safe drinking water and sanitation New York: United Nations 
UNICEF and WORLD HEALTH ORGANISATION (2015) Progress on Sanitation and Drinking 
Water: 2015 Update and MDG Assessment Geneva: UNICEF and WHO 
UNITED NATIONS (2016) The Sustainable Development Goals Report 2016 New York: United 
Nations 
UNITED NATIONS (2015) World Population Prospects: The 2015 Revision. New York: United 
Nations 
UNITED NATIONS (2013) World Population Ageing: 2013 New York: United Nations 
UNITED NATIONS DEVELOPMENT PROGRAMME (2016) UNDP support to the implementation 
of Sustainable Development Goal 6: Sustainable management of water and sanitation New 
York: United Nations Development Programme 
URRY, J. (2003). ‘Social networks, travel and talk. British Journal of Sociology’ 54 (2): 155–175 
UTIAN, W.H. (1999) ‘The International Menopause Society menopause-related terminology 
definitions’ Climacteric 2 (4): 284-286 
UTLEY, I. (2010) Culture Smart! Ghana- the essential guide to customs and culture London: 
Kuperard  
VALENTINE, G., (2005) “Tell me about…: using interviews as a research methodology” in 
FLOWERDEW, R., and MARTIN, D., (eds.) Methods in Human Geography: a guide for students 
doing a research project 2nd edition Harlow: Prentice Hall pp.110-127 
VAN DE WALLE, E. and RENNE, F. (eds). (2001) Regulating Menstruation: Beliefs, Practices, 
Interpretations Chicago: University of Chicago Press 
VAN DER GAAG, N., (2017) Feminism: Why the world still needs the F-word Oxford: New 
Internationalist Publications Limited 
 374 
 
VAN DER HOEK, W., EVANS, B., BJERRE, J., CALOPIETRO, J. and KONRADSEN, F. (2010) 
“Measuring Progress in Sanitation” In DANIDA (ed). Reaching the MDG Target for Sanitation 
in Africa– A Call for Realism Denmark: Ministry of Foreign Affairs, pp. 42–50 
VAN MANEN, M. (1996) ‘Method and meaning in the human sciences’ Unpublished 
conference paper, Newcastle University 
VAN WIJK-SIJBESMA, C. (1998) Gender in Water Resources Management, Water Supply and 
Sanitation: Roles and Realities Revisited 200, The Hague: International Water and Sanitation 
Centre 
VOGT, W. (2008) ‘The Dictatorship of the Problem: Choosing Research Methods’ 
Methodological Innovations Online, 3(1): 1-17 
WALBY, S. (1990) Theorising Patriarchy London: Blackwell 
WAMBUA, L.T. (1997) ‘African perceptions and myths about menopause’ East African Medical 
Journal 74 (10): 645-646 
WAMBUA L.T. (1995) The Cameroon Women Medical Association: Traditional Practices 
Affecting the Reproductive Health of Women and Children Cameroon: AMREF 
WANG, C., and BURRIS, M.A. (1997) ‘PhotoVoice: Concept, Methodology and Use for 
Participatory Needs Assessment’ Health Education and Behavior, 24 (3): 369-387 
WASH UNITED and SIMAVI (2017) ‘Menstruation matters to achieve the SDGs’ 
http://menstrualhygieneday.org/wp-content/uploads/2017/05/MHDay_MHM-
SDGs_2017_RGB_fin.pdf [accessed: 7/4/2018] 
WASTI, S., ROBINSON, S.C., AKHTAR, Y., KHAN, S and BADARUDDIN, N. (1993) ‘Characteristics 
of menopause in three socioeconomic urban groups in Karachi, Pakistan’ Maturitas 16 (1): 61–
69 
WATER AND SANITATION PROGRAM (2011) Water Supply and Sanitation in Ghana: Turning 
Finance into Services for 2015 and Beyond Nairobi: Water and Sanitation Program 
WATER SUPPLY AND SANITATION COLLABORATIVE COUNCIL (WSSCC) (2013) Celebrating 
womanhood: how better menstrual hygiene management is the path to better health, dignity 
and business Geneva: WSSCC 
WEBER, M. (1949). The methodology of the social sciences. E. Shils & H. Finch, Trans. & (Eds.). 
New York, NY: The Free Press  
WEIS, L. (1995) ‘Identity formation and the processes of “othering”: unravelling sexual 
threads’ Educational Foundations, 9 (1): 17-33 
WHITTAKER, A. (2002) ‘Eliciting qualitative information about induced abortion: lessons from 
northeast Thailand’ Health Care for Women International, 23(6-7): 631-641 
 375 
 
WHO/UNICEF JMP (2017) Joint Monitoring Programme for Water Supply, Sanitation and 
Hygiene: Estimates on the use of water, sanitation and hygiene in Ghana  
WILBUR, J. (2016) ‘Mainstreaming equality and inclusion in WaterAid: an overview of key 
triggers for success and challenges’ in 39th WEDC Conference, Kumasi, Ghana  https://wedc-
knowledge.lboro.ac.uk/resources/conference/39/Wilbur-2546.pdf [last accessed: 18/3/2018] 
WILLIAMS, G., PARMAR, D., DKHIMI, F., ASANTE, F., ARHINFUL, D. and MLADOVSKY, P. (2017) 
‘Equitable access to health insurance for socially excluded children? The case of the National 
Health Insurance Scheme (NHIS) in Ghana’ Social Science & Medicine, 186(1): 10-19 
WINKLER, I.T. and ROAF, V. (2015) ‘Taking the Bloody Linen Out of the Closet: Menstrual 
Hygiene as a Priority For Achieving Gender Equality’ Cardozo Journal of Law and Gender 21 (1): 
1-37 
WITTER, S. and GARSHONG, B. (2009) ‘Something old or something new? Social health 
insurance in Ghana’ BMC International Health and Human Rights, 9(1): 1-13 
WOLL, H., (2013) ‘Process Diary as Methodological Approach in Longitudinal 
Phenomenological Research’ Indo-Pacific Journal of Phenomenology 13 (2): 1-11 
WOOD, M. (2013) ‘Making Statistical Methods More Useful: Some Suggestions from a Case 
Study’ SAGE Open 3(1): 1-11 
WOODFIELD, J., (1997) Gendered experience of skilled manual labour in Derby’s industries: 
1939-60 Unpublished thesis (PhD), University of Derby 
WORLD HEALTH ORGANISATION (1996) Research on the menopause in the 1990s. A report of 
the WHO Scientific Group (Report No.866). Geneva: WHO 
WRIGLEY-ASANTE, C. (2012) ‘Out of the dark but not out of the cage: women's empowerment 
and gender relations in the Dangme West district of Ghana.’  Gender, Place & Culture, 19(3): 
344-363 
WSUP (2014) Assessing PPP options to improve the provision of public toilets in Kumasi. 
Baseline market study. Unpublished 
WYLIE, A., (2003) “Why standpoint matters” in FIGUEROA, R. and HARDING, S (eds.) Science 
and other cultures: Issues in philosophies of science and technology New York: Routledge 
YIN, R. K. (2014) Case Study Research. Design and Methods, 5th edition Thousand Oaks: SAGE 
YIN, R. K. (2009) Case Study Research. Design and Methods, 4th edition Thousand Oaks: SAGE 
 376 
 
APPENDICES 
 
1. Logical framework 
2. Literature search record 
3. Letter to organisations in the UK 
4. Postal reply form for UK organisations 
5. Recruitment poster for UK fieldwork 
6. Topic guide for UK fieldwork 
7. Literature Gap Analysis 
8. Analysis of testing tools and methodology 
9. Results of pilot study 
10. Photo exercises for perimenopausal and menopausal women in Ghana 
11. Pre-interview questionnaire 
12. Vignettes for stakeholder engagement 
13. Sample of NVivo nodes list 
14. Data tables 
15. Package given to perimenopausal and menopausal women in Ghana 
16. Ethics approval from KNUST 
17. Permit letters to conduct research from municipal authorities in Ghana and local 
chiefs 
18. Publications by ANB et al 
19. PGR training record 
 
 
 
 
 
 
 
 
 
 
 
 
 
 377 
 
APPENDIX 1: Logical Framework 
Objective summary Objective verifiable indicators Means of verification Important assumptions 
Goal: 
To improve WASH for 
perimenopausal (PM) women 
Measures of objective 
achievements: 
PM women have improved access 
to WASH solutions which meet their 
needs 
Sources of information and 
methods used: 
Reports on the implementation of 
the solutions to improve WASH for 
PM women  
Assumptions for sustaining 
objectives: 
Data can be gathered on the WASH 
needs of PM women and how they 
can be met 
Purpose: 
To provide recommendations on 
how the water, sanitation and 
hygiene needs of PM women can be 
met 
Existing or expected conditions at 
end of project: 
Recommendations of solutions to 
meet the WASH needs of PM 
women are provided 
Sources of information and 
methods used: 
PhD thesis and publications contain 
clear sections which discuss 
solutions to meet the WASH needs 
of PM women, which draw upon PM 
women’s narratives and stakeholder 
recommendations 
Assumptions for achieving overall 
Goal: 
PM women’s narratives on their 
WASH needs can be gathered  
Recommendations for meeting the 
WASH needs of PM women can be 
implemented  
Outputs: 
Data is available on the WASH 
needs of PM women 
Hardware and software solutions 
for meeting the WASH needs of PM 
women are provided 
Magnitude of outputs: 
Data on the WASH needs of PM 
women and the solutions to meet 
these needs have been collected, 
analysed and presented 
Sources of information and 
methods used: 
Interview transcripts from 
interviews with PM women, photos 
from PhotoVoice, mapping data, 
survey data, ethnographic 
observations and photographs, 
interview transcripts from 
stakeholder interviews 
Assumptions for achieving project 
Purpose: 
PM women can participate in data 
collection methods used 
Stakeholders can participate in 
interviews to provide outputs 
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Activities: 
Conduct oral history interviews with 
PM women in the UK and USA for 
phenomenological review 
Conduct oral history interviews, 
participatory mapping, and 
PhotoVoice with women in Ghana 
 
Carry out ethnographic 
observations of WASH provision in 
Ghana 
 
Conduct interviews with 
stakeholders in Ghana to identify 
recommendations for meeting the 
WASH needs of PM women 
Resources: 
PhD Researcher 
PhD stipend 
Data collection tools 
PM women 
Stakeholders  
Research team: research assistant, 
community animator, community 
contacts, practical support worker, 
supervisors 
 
Sources of information and 
methods used: 
Research schedule, researcher 
diary, timesheets and expenses log 
from research team, photographs of 
research activities, research data 
Assumptions for achieving Outputs: 
Tools are appropriate for 
conducting the research and all 
resources are available 
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APPENDIX 2: Literature search record 
  DATABASE AND RESULTS RETRIEVED  
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Search term combination   T R T R T R T R T R T R T R T R T R T R 
Menopause + hygiene + developing 
countries 8 0 0 551 1 229 0 1 1 0 0 2 2 2 1 21 0 0 0 16200 3 
Menopause + sanitation 4 0 0 253 1 0 0 0 0 0 0 4 1 2 0 25 0 0 0 3860 2 
Menopause + change of life + sanitation 2 0 0 225 0 0 0 0 0 0 0 2 1 1083 0 18 0 0 0 4380 1 
Perimenopause + change of life + sanitation 7 0 0 9 0 0 0 0 0 0 0 0 0 404 5 0 0 0 0 244 2 
Older women + change of life + sanitation 3 0 0 5646 3 0 0 0 0 0 0 11 0 3 0 5786 0 0 0 88700 0 
Older women + perimenopause + sanitation 4 0 0 8 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 8300 4 
Older women + pre-menopause 10 0 0 713 4 3 0 35 1 0 0 18 0 6 0 24 4 0 0 1630 1 
Older women + change of life + water supply 2 0 0 25887 2 119 0 0 0 0 0 4 0 1 0 85616 0 0 0 583000 0 
Older women + change of life + developing 
countries 10 0 0 54651 6 61 0 0 0 0 0 289 2 37 2 27319 0 0 0 1820000 0 
Older women + climacteric + water supply + 
developing countries 4 0 0 90 0 95 0 0 0 0 0 0 0 0 0 11 0 0 0 7380 4 
Older women + climacteric + hygiene + 
developing countries 2 0 0 74 0 43 0 0 0 0 0 0 0 0 0 4 0 0 0 2220 2 
Older women + climacteric + bathing + water 
supply 0 0 0 46 0 2 0 0 0 0 0 0 0 0 0 8 0 0 0 4740 0 
Older women + climacteric + hygiene + water 
supply 0 0 0 92 0 147 0 0 0 0 0 0 0 0 0 7 0 0 0 2060 0 
Climacteric + washing + water supply 1 0 0 139 1 545 0 0 0 0 0 0 0 0 0 17 0 0 0 9270 0 
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Menopause + washing + water supply 1 0 0 329 1 545 0 0 0 0 0 0 0 0 0 11 0 0 0 18900 0 
Perimenopause + washing + water supply 1 0 0 14 0 545 0 0 0 0 0 0 0 0 0 1 0 0 0 1420 1 
Climacteric + change of life + water supply 1 0 0 29 0 31 0 0 0 0 0 0 0 0 0 257 0 1 0 12300 1 
Climacteric + bathing + water supply 1 0 0 61 0 16 0 0 0 0 0 0 0 0 0 9 0 0 0 6320 1 
Menopause + bathing + water supply 6 0 0 163 1 16 1 0 0 0 0 0 0 0 0 8 0 0 0 6320 4 
Ageing + perimenopause + developing 
countries 22 0 0 185 11 28 0 0 0 0 0 8 0 0 0 0 0 0 0 18600 11 
Older women + perimenopause + developing 
countries 14 0 0 247 6 0 0 0 0 0 0 3 0 1 0 1 0 0 0 18700 8 
Ageing + pre-menopause + developing 
countries + sanitation 0 0 0 60 0 14 0 0 0 0 0 0 0 0 0 0 0 0 0 16 0 
Ageing + perimenopause + hot flushes + 
developing countries 24 0 0 81 3 1 0 0 0 0 0 0 0 0 0 0 0 0 0 15700 21 
Ageing + pre-menopause + developing 
countries + hot flushes 11 0 0 210 10 1 0 0 0 0 0 0 0 0 0 0 0 0 0 222 1 
Ageing + perimenopause + hot flashes + 
developing countries 1 0 0 74 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 222 1 
Ageing + pre-menopause + developing 
countries + hot flashes 5 0 0 219 5 0 0 0 0 0 0 0 0 0 0 0 0 0 0 213 0 
Ageing + perimenopause + developing 
countries + water supply 3 0 0 31 3 927 0 0 0 0 0 0 0 0 0 0 0 0 0 16000 0 
Ageing + pre-menopause + developing 
countries + water supply 3 0 0 335 3 927 0 0 0 0 0 0 0 0 0 0 0 0 0 12600 0 
Ageing + change of life + water supply 0 0 0 25865 0 44 0 0 0 22 0 122 0 0 0 5629 0 0 0 107000 0 
Ageing + climacteric + water supply 0 0 0 313 0 62 0 0 0 0 0 0 0 0 0 6 0 0 0 14800 0 
Ageing + climacteric + water supply + 
developing countries 4 0 0 75 1 927 0 0 0 0 0 0 0 0 0 1 0 0 0 8450 3 
Ageing + climacteric + hot flushes + 
developing countries 17 0 0 174 2 1 0 0 0 0 0 8 5 0 0 0 0 0 0 5590 10 
Ageing + climacteric + hot flashes + 
developing countries 18 0 0 132 3 0 0 0 0 0 0 7 5 0 0 0 0 0 0 4910 10 
Ageing + climacteric + sleep deprivation + 
developing countries 0 0 0 61 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 4510 0 
Ageing + climacteric + osteoporosis + 
developing countries 8 0 0 247 0 0 0 0 0 0 0 6 0 0 0 2 2 0 0 3700 6 
Ageing + climacteric + fertility + developing 
countries 3 0 0 150 1 1 0 0 0 0 0 5 2 0 0 0 0 0 0 10400 0 
Ageing + climacteric + cancer + developing 
countries 3 0 0 319 0 1 0 0 0 0 0 13 0 0 0 1 1 0 0 8250 2 
Ageing + climacteric + urinary incontinence + 
developing countries 6 0 0 77 2 0 0 0 0 0 0 3 3 0 0 0 0 0 0 1360 1 
Ageing + climacteric + bleeding + developing 
countries 1 0 0 181 0 0 0 0 0 0 0 12 1 0 0 1 0 0 0 4620 0 
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Ageing + climacteric + heart disease + 
developing countries 3 0 0 287 0 14 0 0 0 0 0 3 1 0 0 2 1 0 0 15600 1 
Ageing + climacteric + sleep + developing 
countries 1 0 0 247 1 0 0 0 0 0 0 2 0 0 0 0 0 0 0 5860 0 
Ageing + climacteric + osteoporosis + 
developing countries 7 0 0 180 1 0 0 0 0 0 0 6 1 0 0 2 2 0 0 3700 3 
Ageing + climacteric + fertility + developing 
countries 2 0 0 150 0 1 0 0 0 0 0 5 2 0 0 0 0 0 0 10400 0 
Ageing + climacteric + washing + developing 
countries 0 0 0 26 0 7 0 0 0 0 0 0 0 0 0 0 0 0 0 9010 0 
Ageing + climacteric + bathing + developing 
countries 0 0 0 18 0 1 0 0 0 0 0 0 0 0 0 0 0 0 0 4010 0 
Ageing + sanitation + bleeding 1 0 0 269 0 81 0 0 0 0 0 8 0 0 0 35 0 0 0 9640 1 
Ageing + sanitation + bleeding + developing 
countries 0 0 0 172 0 14 0 0 0 0 0 1 0 0 0 24 0 0 0 4620 0 
Ageing + sanitation + bleeding + 
menstruation 0 0 0 26 0 6 0 0 0 0 0 0 0 0 0 0 0 0 0 10800 0 
Ageing + sanitation + bleeding + 
menstruation + developing countries 1 0 0 18 0 23 0 0 0 0 0 0 0 0 0 0 0 0 0 7800 1 
Ageing + sanitation + bleeding + women + 
cancer 0 0 0 200 0 0 0 0 0 0 0 0 0 0 0 11 0 0 0 16700 0 
Ageing + sanitation + bleeding + women + 
cancer + developing countries 0 0 0 140 0 7 0 0 0 0 0 0 0 0 0 11 0 0 0 16000 0 
Ageing + sanitation + bleeding + women + 
heart disease 0 0 0 139 0 7 0 0 0 0 0 0 0 0 0 15 0 0 0 16700 0 
Ageing + sanitation + bleeding + women + 
heart disease + developing countries 1 0 0 111 0 275 0 0 0 0 0 0 0 0 0 8 0 0 0 16300 1 
Ageing + sanitation + bleeding + women + 
osteoporosis 0 0 0 37 0 275 0 0 0 0 0 0 0 0 0 1 0 0 0 2800 0 
Ageing + sanitation + bleeding + women + 
osteoporosis + developing countries 1 0 0 27 0 7 0 0 0 0 0 0 0 0 0 1 0 0 0 2200 1 
Ageing + sanitation + bleeding + women + 
fertility + developing countries 1 0 0 77 0 10 0 0 0 0 0 0 0 0 0 0 0 0 0 16300 1 
Ageing + sanitation + bleeding + women + 
cancer + developing countries 0 0 0 115 0 7 0 0 0 0 0 0 0 0 0 11 0 0 0 16000 0 
Ageing + sanitation + bleeding + women + 
washing 0 0 0 35 0 8 0 0 0 0 0 0 0 0 0 7 0 0 0 16400 0 
Ageing + sanitation + bleeding + women + 
bathing 0 0 0 17 0 1 0 0 0 0 0 0 0 0 0 24 0 0 0 16300 0 
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APPENDIX 3: Letter to UK Organisations 
 
Amita Bhakta BA (Hons), MRes 
PhD Student 
Water, Engineering and Development Centre 
School of Civil and Building Engineering 
Sir Frank Gibb Building 
Loughborough University 
Loughborough 
LE11 3TU 
 
Email: A.N.Bhakta@lboro.ac.uk  
 
Dear  
 
PhD Research: Water, sanitation and hygiene needs of perimenopausal women 
  
My name is Amita Bhakta and I am a PhD Student at the Water, Engineering and Development Centre. 
I am writing to ask if the                   would be able to help me with my research which looks at the water, 
sanitation and hygiene needs of perimenopausal women. 
  
The study is being conducted to determine the different water, sanitation and hygiene (WASH) needs 
for women during the perimenopause. This is a preliminary study to a larger study which will explore 
the WASH needs of perimenopausal women in low-income countries, and aims to determine why 
water, sanitation and hygiene is important during the perimenopause. This study will explore factors 
of WASH which are relevant to the perimenopause such as access to water, menstrual hygiene 
management and cultural experiences. This is the first stage of a study which will later be conducted 
in low-income countries. This particular stage is being conducted in the United Kingdom. 
  
I wondered whether some of the women who attend groups at the                   would be able to help 
me by taking part in some one-to-one interviews about their perimenopausal experiences at all?  I 
would need to come and visit you at some point in March/April. 
  
I have Cerebral Palsy which affects my mobility, speech and fine motor skills, but I can walk 
independently. 
  
Please find attached a copy of the project information sheet which provides more detail about the 
research. 
  
I do hope that the                   can help me and I look forward to hearing from you. 
  
Yours Faithfully, 
  
Amita Bhakta 
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APPENDIX 4: Postal Reply Form for UK Organisations 
 
Water, sanitation and hygiene needs of perimenopausal women 
Group Reply Form 
 
Name of organisation…………………………………………………………………… 
Name of contact………………………………………………………………………….. 
Main Contact details 
Email:………………………………………………………………………………………… 
Telephone Number:……………………………………………………………………….. 
Names of women wishing to participate in 
interviews/contact for individual 
Availability (Dates/time) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
Please return this form to Amita Bhakta in the stamped address envelope provided, or 
alternatively email her with your availability at A.N.Bhakta@lboro.ac.uk 
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APPENDIX 5: Recruitment Poster for UK Fieldwork 
 
 
FEMALE RESEARCH 
PARTICIPANTS WANTED 
Personal hygiene issues for menopausal women 
Women who are currently experiencing the menopause (i.e. who are 
menopausal or are going through the ‘change of life’) or have already gone 
through this, are invited to take part in a PhD research project being conducted 
at Loughborough University.  
 
This research explores women’s experiences of the menopause, particularly in 
relation to the need for personal hygiene facilities such as bathrooms and 
toilets. 
Participants are invited to take part in a confidential one-to-one interview to 
discuss their experiences which will probably take up to one hour. 
If you wish to take part in and for   more information please contact: 
 
 
Miss Amita Bhakta 
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APPENDIX 6: Topic Guide for UK Fieldwork 
Topic guide for menopausal women  
• How are you today? 
• Tell me a bit about yourself 
 
Age  
• At what age were you when you started to notice things changing with your body/periods 
especially?  
• Do you understand what we mean by peri-menopausal? 
• Have you finished going through the change of life/menopause or are you still getting 
symptoms to do with menopause like hot flushes?  
 
Physical symptoms 
• What's been happening/what happened? 
• Could/can you tell you were heading for menopause and why? 
• Has/did the frequency of your periods changed? 
• Are/were your periods more painful or cause you more discomfort? 
• Hot flushes? 
• Night sweats? 
• Day sweats? 
• How did this feel? 
• Did/does anything happen to you which you struggle/d with? 
• Anything else about your body that's change/d  
• How long has/did this gone/go on for? 
 
Difficulties  
• Have/did you experience/d a difficult situation caused by these symptoms?  
• How did this feel? 
 
Coping strategies - physical 
Menstrual hygiene:  
• If your periods are/became heavier for a time, how do/did you manage? 
• Did/do you have to change what you were using e.g. pads instead of Tampax, both 
together, or change more often? 
• Do/have you had issues in terms of accessing toilets to change materials during this time 
of change? 
• What’s different? 
• Is it a big problem and why?  
• How do/did you cope with the pain? 
 
Bathing and washing 
• Did/do you have to wash/shower more often because of some of the flushes and sweats? 
• Did/do you need to wash because of the heavy bleeding? 
• What did/do you do to keep feeling comfortable?  
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Social/cultural effects 
• Has anything embarrassing ever happened to you in terms of getting hot flushes/sweats 
in public? 
• How did you overcome it? 
• Do you think you get/got noticed when you get/got hot flushes or sweats and how does it 
feel? 
 
Emotional symptoms 
• How do you feel about the change in your reproductive status now, and the prospect that 
you can no longer have babies? 
• Do you think your identity has changed or do you feel differently to before you went 
through the menopause? 
•  How do you feel in yourself as a woman now?  
 
 
Coping strategies – emotional 
• How have/did you deal/t with these feelings? 
 
Other issues 
• Has/did your memory become a bit of a challenge? 
• How has/did it affect you? 
• How do/did you deal with it? 
• Have/did your stress levels changed? 
• Do/did you feel quite aware of what’s going on to you and is it a big issue to you? 
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APPENDIX 7: Literature Gap Analysis 
 
AFRICA 
COUNTRY AUTHORS/TOPICS COVERED METHOD/ 
PHILOSOPHICAL APPROACH 
GAPS IDENTIFIED PROS/CONS 
General Africa: 
Cameroon 
Rwanda 
Egypt 
Nigeria  
Wambua (1997): beliefs 
about the menopause; how 
perimenopausal 
malignancies can be missed 
Review - WASH 
- Other African countries 
CONS: 
- Very broad and 
general  
- Difficult to link directly 
to WASH 
Zimbabwe Moore (1981): symptoms in 
the Mashona tribe 
McMaster et al (2008): 
menopausal experiences of 
Shona women 
Questionnaires and 
interviews- mixed  
- WASH 
- Beliefs  
- Other communities 
- Other regions in 
Zimbabwe 
 
Method 
- Use of anecdotes 
PROS: 
- Identifies some 
symptoms which may 
need adequate WASH 
provision including 
heavy blood flow 
(McMaster et al, 2008) 
CONS: 
- Moore - old study 
(1981) 
- Focus of cohort 
appears to be on post-
menopause alone 
- Only looks at one 
particular case 
study/group 
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Egypt  Sallam (2006): 
Review of previous studies 
of the menopause, covering 
age, perimenopausal 
symptoms, and health 
problems during the 
menopause, attitudes.  
Hiyadet et al (1999): Age 
Gadalla et al (1986): 
Symptoms in 
perimenopause 
Rashed et al (2000): Bone 
mineral density compared 
to Europeans/Americans 
Hammam et al (2012) 
Symptoms of menopause in 
working women 
Review  
Questionnaires and 
interviews- mixed 
- Perimenopausal 
menstruation – 
flow/irregularity 
- WASH 
- Beliefs  
 
 
Method 
- Use of anecdotes 
PROS: 
- Identify some 
symptoms which may 
need adequate WASH 
provision 
 
CONS: 
- Perimenopause is only 
mentioned briefly 
- Greater focus on the 
medical side  
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ASIA 
COUNTRY AUTHORS/TOPICS COVERED METHOD/ 
PHILOSOPHICAL APPROACH 
GAPS IDENTIFIED PROS/CONS 
Thailand Chompootweep et al (1993): 
menopausal age, symptoms 
in perimenopausal women, 
sexual intercourse in 
Bangkok 
Interviews and 
questionnaires- mixed 
- WASH 
- Beliefs 
- Rural areas 
PROS: 
- Identifies some 
symptoms which may 
need adequate WASH 
provision 
CONS: 
- Focus is more on the 
statistics 
- Little detail 
Pakistan Wasti (1993): climacteric 
symptoms in different socio-
economic groups in Karachi 
Interviews  - WASH 
- Perimenopausal 
women 
- Rural areas 
 
PROS: 
- Gives indication of 
some of the potential 
symptoms for groups 
most likely to face 
difficulties with WASH  
CONS: 
- Statistics focus with 
little detail on 
individuals 
- No direct reference to 
WASH 
- Menopause rather 
than perimenopause 
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India  George (1996): 
Attitudes of fisherwomen in 
South India to the 
menopause 
Questionnaires based on 
Western experiences, 
interviews, participant 
observation  
- WASH 
- Urban India 
 
PROS: 
- Qualitative data giving 
detail of 
beliefs/context 
surrounding 
menopause 
 
CONS: 
- Difficult to make links 
to WASH directly from 
technical perspective 
 
Papua New Guinea Kolwacek et al (2005): 
Comparisons of attitudes to 
the menopause and 
symptoms between pre and 
post-menopausal women in 
Papua New Guinea with 
women in Germany 
Surveys and statistical 
analysis 
- Perimenopause 
- WASH 
- Menstruation patterns 
in terms of regularity 
and flow 
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LATIN AMERICA 
COUNTRY AUTHORS/TOPICS COVERED METHOD/ 
PHILOSOPHICAL APPROACH 
GAPS IDENTIFIED PROS/CONS 
Mexico Marvan et al (2013): beliefs 
and attitudes towards 
menopause from younger to 
middle aged women and 
men in Xalapa, Veracruz  
 
Quantitative questionnaire 
with pre-set comments from 
preliminary interviews 
- WASH 
- Menstruation patterns 
in terms of flow 
- Vasomotor symptoms 
- Other parts of Mexico 
PROS: 
- Perimenopausal 
women are included 
- Cultural context 
provided 
- Looks at men’s views 
too 
CONS: 
- Perimenopausal 
women a minority 
amongst the cohort 
and not a direct focus 
Peru Barnett (1989) Severity of 
menopausal symptoms in 
relation to role satisfaction 
 - WASH  
Bolivia Castelo-Branco et al (2013): 
menopausal symptoms in 
indigenous Bolivian women 
Surveys and semi-structured 
interviews 
- WASH 
- Perimenopause 
specifically 
- Other cohorts in 
Bolivia 
- Effects of cultural 
views on 
perimenopausal 
symptoms 
PROS: 
- Identifies some 
symptoms which may 
need adequate WASH 
provision  
CONS: 
- Difficult to distinguish 
perimenopausal 
women as a particular 
group 
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Brazil Da Silva and d’Andretta 
Tanaka (2013): menopausal 
symptoms in the Brazilian 
Western Amazon 
Survey  - WASH 
- Cultural influences 
- Other regions  
PROS: 
- Identifies some 
symptoms which may 
need adequate WASH 
provision  
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APPENDIX 8: Analysis of Testing Tools and Methodology 
 
Method and testing tool Expected data to be gathered by 
testing tool 
Potential strengths (practical) Potential weaknesses (practical) 
Perimenopausal women 
 
Semi structured interview: 
Amita in person, topic guide  
• Discussion of WASH 
experiences of 
perimenopausal women 
including factors affecting 
experiences 
•  Amita able to guide the 
interview in person, more 
control over nature of 
interview and shaping 
according to responses 
• Get to know each of the 
interviewees in person 
• Continued analysis of 
findings throughout the 
process, can pick up on 
emerging themes and 
adapt accordingly as go 
through process 
• Refines objectives 
 
• Barriers of translation of 
language- need good 
translator who understands 
the topic well 
• Speech barrier – translation 
from Amita’s speech likely 
to be needed, possibly 2 
translators required for 
English-English and English-
native language if relevant 
• Travel to certain locations 
may be difficult 
Semi structured interview: 
Research assistant used, topic 
guide 
• Discussion of WASH 
experiences of 
perimenopausal women 
including factors affecting 
experiences 
• Able to reach and 
interview more physically 
harder-to-reach groups of 
women who may be in 
rural/remote locations 
• Reduces need for travel 
both in-country and 
possibly to country 
• Barriers of translation of 
language- need good 
RA/translator who 
understands the topic well 
and is trained in the area 
• May need to train/teach 
RA’s about the topic, 
particularly perimenopause 
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• Share the workload with 
RA’s 
• Less tiring for Amita 
 
 
 
 
 
 
and correct definitions- 
needs focus and detailed 
understanding due to 
ambiguity of phase 
• Amita has less control over 
the shape and nature of the 
interviews- RA’s would need 
to be well qualified in terms 
of qualitative interviewing 
methodology 
• Amita not able to get to 
know interviewees 
 
Pre-interview questionnaire  • Profiling of sample 
• Water supply status 
• Sanitation provision 
status 
• Menarche age 
• Menopause age 
• Menopausal symptoms 
• Role on water user 
committee 
• Quicker way to gather 
basic profiling data 
• Can use data gathered in 
questionnaire to guide 
the interview and focus 
on exploring the issues 
pre-identified in more 
detail and depth which 
matter to the specific 
interviewee 
• Little data exists on the 
symptoms associated 
with the peri/menopause 
in Ghana – opportunity to 
gather some data and fill 
gap in literature  
• Could be restrictive in some 
ways- manoeuvrability 
needed 
• May need to read out and 
could be time consuming 
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• Opportunity to widen 
sample- not necessarily 
interview all but get a 
bigger picture in general 
Participatory photography: 
mobile phone/disposable 
camera 
• Visual data on WASH 
experiences of 
perimenopausal women 
relating to visible things 
e.g. infrastructure 
• Can use apps for data 
transfer e.g. WhatsApp 
  
• Women may not have 
phones 
• Relies on charge 
• Disposable cameras may be 
harder to get hold of  
Participatory photography: 
photography guide 
• Direction on gathering 
visual data on WASH 
experiences of 
perimenopausal women 
relating to visible things 
e.g. infrastructure 
• Provides a guide to 
participants on taking 
photographs 
• Requires literacy 
• May need caution in 
ensuring as much 
participation as possible 
and striking balance with 
meeting research objectives 
• Need to train participants 
on taking good photographs 
 
Informant photograph • Visual data on WASH e.g. 
infrastructure 
• Can provide 
representative visual data 
of the experiences of 
women for analysis 
• Allows women to take 
control of taking photos 
• May not always be clear  
• Could require explanation 
of the photographs 
Participatory mapping guide • Spatial representation of 
WASH use 
• Provides clear directions 
on how mapping exercise 
to be conducted 
 
Participatory mapping flash 
cards 
• Visual guide and 
engagement mechanism  
• Makes process more 
dynamic/fun 
• Cards could be 
lost/becomes impractical 
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Informant diary • Written reflection of 
WASH experiences during 
the perimenopause 
• Experiences of women 
become written through 
narrative  
• Allows women to write in 
their own time 
• Requires literacy 
• Time consuming 
Brief for informant diary • Focused informant diary • Provides clear direction 
on writing diary 
 
Pen pal letter writing  • Written reflection of 
WASH experiences during 
the perimenopause 
• Experiences of women 
become written through 
narrative  
• Allows women to write in 
their own time 
• Requires literacy 
• Time consuming 
• Costly through postage for 
participant 
Electronic contact with women 
via the Ghanaian embassy 
• Access to women in 
Ghana via the embassy 
for facilitation of 
discussion of experiences 
• If by email, experiences of 
women become written 
 
• May only be able to target a 
certain group of women 
• Reliant on technology, 
internet access and good 
connections 
Secondary data sets • Analysis of existing data 
on perimenopause and 
WASH access 
• Available through census 
data 
• May not be very detailed 
• Risk of making 
generalisations  
• Require support from other 
datasets 
Semi-structured interview with 
perimenopausal women via 
Skype, topic guide used  
• Discussion of WASH 
experiences of 
perimenopausal women 
including factors affecting 
experiences 
• Able to reach and 
interview more physically 
harder-to-reach groups of 
women who may be in 
rural/remote locations 
• Reliant on wifi connection 
and technology 
• Signal may not be clear to 
understand 
• If questions need to be 
typed, time consuming  
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• Reduces need for travel 
both in-country and 
possibly to country 
• Amita able to talk to 
women herself 
Assistance of women’s 
associations in Ghana with data 
collection 
• All data is collected by 
members of the women’s 
associations  
• Reduces need for travel 
both in-country and 
possibly to country 
• If women from the 
association itself can be 
trained as researchers, 
element of trust present 
can be an advantage 
 
 
• May need to train/teach 
RA’s about the topic, 
particularly perimenopause 
and correct definitions- 
needs focus and detailed 
understanding due to 
ambiguity of phase 
• Amita has less control over 
the shape and nature of the 
interviews- RA’s would need 
to be well qualified in terms 
of qualitative interviewing 
methodology 
• Amita not able to get to 
know interviewees 
 
Radio discussion in Ghana  • Go on the Ghanaian radio 
to discuss the research  
• Travel not necessary 
• Raises awareness of the 
research  
• Very public and not likely to 
be able to get as much 
detail from individuals  
Interview doctors in Ghana 
about the perimenopause and 
experiences of women which 
may have been relayed to them 
via Skype 
• Gain eyewitness reports 
of what doctors may have 
heard women tell them 
• Travel not necessary  
• Insight into medical views 
and public health 
perspectives on the issue 
• Not the direct narratives of 
women and secondary data 
• May not get as much detail 
on the individual WASH 
needs  
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Stakeholders 
Semi structured interview: 
Amita in person, topic guide  
 •  Amita able to guide the 
interview in person, more 
control over nature of 
interview and shaping 
according to responses 
• Get to know each of the 
interviewees in person 
• Continued analysis of 
findings throughout the 
process, can pick up on 
emerging themes and 
adapt accordingly as go 
through process 
• Refines objectives 
 
• Barriers of translation of 
language- need good 
translator who understands 
the topic well 
• Speech barrier – translation 
from Amita’s speech likely 
to be needed, possibly 2 
translators required for 
English-English and English-
native language if relevant 
• Travel to certain locations 
may be difficult 
Semi structured interview: 
Amita via Skype  
 •  Amita able to guide the 
interview, more control 
over nature of interview 
and shaping according to 
responses 
• Get to know each of the 
interviewees in person 
• Continued analysis of 
findings throughout the 
process, can pick up on 
emerging themes and 
• Skype connection may not 
always be reliable and clear 
• Barriers of translation of 
language- need good 
translator who understands 
the topic well 
• Speech barrier – translation 
from Amita’s speech likely 
to be needed, possibly 2 
translators required for 
English-English and English-
native language if relevant 
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adapt accordingly as go 
through process 
• Refines objectives 
• Avoids need for travel 
 
Semi structured interview: 
Research assistant used, topic 
guide 
 • Reduces need for travel 
both in-country and 
possibly to country 
• Share the workload with 
RA’s 
• Less tiring for Amita 
 
 
 
 
 
 
• May need to train/teach 
RA’s about the topic, 
particularly perimenopause 
and correct definitions- 
needs focus and detailed 
understanding due to 
ambiguity of phase 
• Amita has less control over 
the shape and nature of the 
interviews- RA’s would need 
to be well qualified in terms 
of qualitative interviewing 
methodology 
• Amita not able to get to 
know interviewees 
 
Interviews with recently 
returned engineers from EWB 
 • Engineers relatively 
accessible from the UK 
• Less likely to get data 
specific to perimenopausal 
women’s needs and lose 
focus 
• May be difficult to 
contextualise the findings 
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APPENDIX 9: Results of pilot study 
Tool Remote Pilot 1 In-field Pilot 2 Remote Pilot 3 Final  
Oral history 
interviews 
• Not piloted • Topic guide used from the 
phenomenological review 
ineffective due to context 
• Some questions on 
interview topic guide similar 
to questionnaire, interviews 
became long, and women 
got tired and lost focus 
• Some women had role on 
WASH committee, this 
potentially required 
separate discussion but not 
during interview about 
WASH during PM, but 
possible challenges of 
artificial separation 
• Topic guide re-developed 
into a table format 
• Each row of the table was 
designated a number and 
denoted a broader area of 
discussion with different 
interview questions, which 
related to different parts of 
the questionnaire.  
• Directions were given at the 
end of each section to either 
process to the next, or a 
later section of the 
questions according to the 
answers provided.  
• The table tried to make 
interviews more focussed 
and tailored to the 
interviewee according to 
the areas of most relevance 
to them, through a choice of 
particular sections.  
• Table was found to be too 
confusing in terms of 
sequence and flow. The 
guide needed to be 
physically separated to 
make it easier to select sets 
of questions. 
• Set of cards with different 
interview questions on each 
card. Cards contained 
questions about different 
symptoms and broader 
factors which influences PM 
WASH experiences 
• Cards could be selected 
according to what was 
raised on the questionnaire 
and so interview was 
focused on what mattered 
most to PM women and 
saved time, so women did 
not get tired 
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Participatory 
mapping 
• Not piloted • Issues not discussed during 
interview but relating to 
the community identified 
e.g. open drain in La being a 
site for mosquito breeding 
and risk of malaria, and also 
a source of embarrassment 
when heavier menstrual 
blood flow entered waste 
water going into drain 
• Time consuming, women 
got tired and lost interest 
• More effective for research 
assistant to lead 
discussions and for 
researcher to intervene 
with questions when 
appropriate 
• The mapping guide was 
expanded to cover more 
detail in the questions 
• Drawing the maps from 
scratch remained an 
element at this stage, and 
this combined with the 
expanded guide made the 
process very lengthy.  
• The location used for the 
mapping process was too 
noisy, and appropriate 
locations were needed.   
 
• Time keeping was 
maintained by using pre-
printed A0 Google maps of 
each community, upon 
which the women could 
identify features to label 
and discuss.   
• Coloured-coded stickers 
were originally created 
from the UK using images 
from Drawing Water 
(Shaw, 2005) which were 
felt to be representative of 
infrastructure in the two 
case study communities. 
Stickers redeveloped using 
photographs of the 
women’s own WASH 
facilities and homes for 
easy recognition and 
reduced fatigue through 
time-saving.  
• The mapping guide was 
altered to account for the 
use of these stickers and 
labelling the map through 
post-it notes. 
Questionnaires • Not piloted • Effective for screening 
topics for discussion in 
interview 
• Good topic guide  
• Not piloted • Visual flash cards depicting 
symptoms of 
perimenopause 
incorporated to allow 
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• JMP WASH indicators 
difficult to relate to in the 
community, context 
specific indicators needed 
participants to point at the 
card to identify symptom to 
be marked on 
questionnaire 
PhotoVoice • Two exercises, one on WASH 
activities, one on WASH 
infrastructure 
• Phone camera method – 
photos can be sent to 
researcher by WhatsApp  
• Four women in Ghana 
recruited through known 
contacts in Accra who worked 
for organisations 
• One woman withdrew as 
ineligible for research 
• No response from any of the 
women 
• Not piloted due to lack of 
smart mobile phones to use 
WhatsApp/Viber 
• Digital cameras and 
disposable cameras 
considered as alternatives  
• Attempt was made by the 
research assistant with a 
participant in La with a 
‘point and shoot’ digital 
camera 
• Due to a focus of the 
exercise upon use of WASH 
facilities during the 
perimenopause, taking 
photographs was difficult 
to remember as they were 
engaged in using the 
facilities, remembering 
after the activity was 
completed.  
• Issues concerning privacy in 
taking the photographs in 
public shared facilities were 
raised.  
• Despite training with the 
camera with the research 
assistant, the camera was 
mismanaged and was faulty 
upon collection.  
• Original exercises 
maintained and tried again 
with a ‘point and shoot’ 
digital camera 
• Successfully conducted in 
the main study with five 
women 
Ethnography • Not piloted • In-field observations 
recorded in notebook 
• Not piloted • In-field observations 
recorded in notebook 
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• Photographs taken of 
observations 
Vignette 
method 
• Not piloted • Not piloted • Piloted in the UK prior to 
interviewing 
environmental health 
professionals (EHPs) with a 
colleague at WEDC 
• Initial solutions identified 
• Raised need to take 
multiple copies of slips of 
paper with case studies and 
solutions due to wear and 
tear 
• Identified possible need to 
hand-write slips with 
solutions on them to avoid 
bias 
• Slips of paper with 
solutions all hand-written 
to avoid bias  
• Photographs taken of each 
selection made for each 
case study for record 
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APPENDIX 10: Photo exercises for perimenopausal and menopausal women in Ghana 
 
Photography exercise (infrastructure version): Menopausal women’s water, sanitation and hygiene 
needs 
This research aims to find out about the specific needs of menopausal women in Ghana for water 
supply, sanitation and hygiene facilities. This part of the study involves women who are experiencing 
menopausal symptoms taking photographs to show what their individual needs are in relation to this 
and how they deal with them.  
I would therefore appreciate your help by taking part in this photography exercise. The main 
question to think about is:  
 
As a woman going through the menopause, do you experience any specific issues that 
affect your use of water, sanitation facilities, or personal hygiene practices? 
It would be helpful if you could use a camera over a period of 3 days to take photographs which 
show any infrastructure you may use in relation to meeting your individual water, sanitation and 
hygiene needs during the menopause. A phone camera would be very useful for completing this 
exercise. Please would you be able to note the date, time and location of each photograph. 
Please do make sure that you ask for the consent of any people who may come into the 
photographs you take before photographing them.  
Please send these pictures by WhatsApp or Viber to Amita Bhakta.  
Thank you very much for participating 
 
Amita Bhakta  
Loughborough University, UK 
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Photography exercise (activities version): Menopausal women’s water, sanitation and hygiene 
needs 
This research aims to find out about the specific needs of menopausal women in Ghana for water 
supply, sanitation and hygiene facilities. This part of the study involves women who are experiencing 
menopausal symptoms taking photographs to show what their individual needs are in relation to this 
and how they deal with them  
I would therefore appreciate your help by taking part in this photography exercise. The main 
question to think about is:  
 
As a woman going through the menopause, do you experience any specific issues that 
affect your use of water, sanitation facilities, or personal hygiene practices? 
 It would be helpful if you could take photos over a period of 3 days which show any activities you 
may undertake in relation to meeting your individual water, sanitation and hygiene needs during the 
menopause. A phone camera would be very useful for completing this exercise. Please would you be 
able to note the date, time and location of each photograph. 
Please make sure that you ask for the consent of any people who may come into the 
photographs you take before photographing them.  
Please send these pictures by WhatsApp or Viber to Amita Bhakta. 
 
Thank you very much for participating 
 
Amita Bhakta  
Loughborough University, UK 
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APPENDIX 11: Pre-interview questionnaire, flash cards and topic guide for 
perimenopausal and menopausal women in Ghana 
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Photograph of topic guide cards (Photo: Kate  Simpson)
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Topic guide cards questions for PM women’s interviews 
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APPENDIX 12: Vignettes for environmental health professionals 
engagement 
 
Case study 1:  
Atani, 46, is bleeding very heavily during her periods. Her periods are very irregular. They 
come for one month, then may not come for three months and can come again after some 
time has passed. Atani often finds lots of blood flowing down her legs with big clots when she 
is menstruating, which she did not know would happen prior to entering menopause as it is 
not spoken about in her community. She is scared to leave the community and sometimes 
even the house during these times. She worries about being able to keep herself clean, 
especially when she is travelling away from home. Atani needs a regular supply of charcoal 
because she needs to boil her water to bathe each time she bleeds heavily during the day. 
She says that since she has entered menopause she has had to buy significantly more 
charcoal. Atani worries about managing her heavy periods when the lights go off and there’s 
no power. When Atani bathes she says that disposing of water into the street after heavy 
bleeding means that deep red coloured water splashes over her feet and spreads all over the 
street. She says this is very embarrassing for her.   Atani finds that at times her bedspread is 
soiled with blood when she wakes up.  She also began experiencing night sweats, and wakes 
in the middle of the night feeling very wet throughout, and cannot sleep She wishes she could 
wash herself at night because of her sweats but feels scared.  
 
Case study 2:  
Efua, 50, has problems with leaking urine which began after she entered menopause. She 
wishes she could go to the toilet more often but the cost of paying each time means that she 
cannot. Efua feels that sometimes she can leak and get wet before she reaches the toilet 
which is embarrassing. Sometimes she has to urinate a few times in the night in a bowl in her 
bedroom and leaves it there because it is dark outside, and she is scared to leave the house. 
She worries about the smell of the urine and cold feelings between her legs. Because of the 
smell she changes her clothes two or three times a day and uses cloths to protect herself 
from urine leaks, even though her periods stopped two years ago.  Efua has also been having 
lots of night sweats since she entered the menopause. She uses a towel to wipe herself down 
in the night.  Often during the day, she feels a sudden heat in her chest continuously which 
spreads into her face. Efua finds that if she washes too early in the day, she’ll get hot and 
sweaty very quickly. She finds she needs to have water near to her so that she can refresh 
herself. Sometimes Efua likes to keep a large bucket of water outside into the compound to 
warm up under the sun, because it is too costly to keep buying charcoal. Efua says that the 
standpipe is too far from her house and wishes she could have the water nearer to her. Her 
joint pains which have increased in recent years means that she has to ask her daughter to 
collect the water from the standpipe. When she has bathed, her daughter has to carry the 
water to dispose of it in the street because there is no drainage from her bath house. Efua 
can no longer stand when she bathes because of these joint pains, and it is easier for her to 
sit on a kitchen stool to bathe. When she washes her clothes, she also finds it difficult to 
bend.  
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Case study 3:  
Yaaba, 46 says that since she entered the menopause she has been drinking more water. She 
needs to drink more regularly because she dehydrates more rapidly due to more due to 
sweats. Her skin has also become dry and only remains moisturised if she drinks. Previously 
she used to drink 5 sachets a day, and now it has increased to 8. She says that this means she 
has to spend more money on sachet water to deal with her symptoms, and because she has 
not got a job at present she worries about buying more water. Because Yaaba drinks more 
water, she urinates more frequently and has to pay more to visit the toilet regularly. When 
she is in the toilet, because she has joint pains she finds squatting to use the pit very difficult, 
and there is nothing to hold onto near the pit and the cubicle is very dirty. Because of her 
sweats, she needs to change her clothes more often. Yaaba says that she has to collect 
bigger basins of water to do her laundry because there are more clothes to wash.  
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APPENDIX 13: Sample of NVivo nodes list 
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APPENDIX 14: Data Tables 
Symptoms of the perimenopause and ageing 
Menstrual related symptoms 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all 
data 
Symptom and 
related nodes 
Survey5 Interviews Photovoice 
images 
Maps   
Menstruation 
(parent node) 
27 53 0 8 61 91 
Heavy bleeding 
during periods 
4 15 0 3 19 23 
Clotting 0 4 0 0 4 4 
Fibroids 1 1 0 0 1 2 
Lighter bleeding 
during periods 
8 3 0 0 3 11 
Irregular periods 3 3 0 0 3 6 
Shorter periods 8 5 0 0 5 13 
Longer periods 3 2 0 0 2 5 
No change in 
duration 
0 2 0 0 2 2 
 
 
Hot flushes 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Hot flushes 
(parent node)
  
6 11 0 1 12 18 
Using a fan 0 3 0 0 3 3 
Using a towel 0 3 0 0 3 3 
 
 
                                                     
5 All surveys not coded in Nvivo 
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Sweating 
 Total number of references to nodes by data set   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Sweating (parent 
node) 
10 50 46 6 100 110 
Day sweats 5  4 17 1 22 27 
Night sweats 5 4 0 1 5 10 
Lying in open air 
to cool down 
0 1 0 0 1 1 
Bathing 0 6 0 0 6 6 
Changing 0 4 0 0 4 4 
Dressing to keep 
cool 
0 0 22 0 22 22 
Removing clothes 0 2 0 0 2 2 
Drinking 0 3 0 0 3 3 
Face wash 0 1 0 0 1 1 
Frequency of 
sweats 
0 3 0 0 3 3 
Lack of security at 
night to bathe 
0 2 0 0 2 2 
Laundry 0 2 1 0 3 3 
Seasons 0 4 0 1 5 5 
Using a fan 0 2 0 0 2 2 
Using a towel 0 2 0 0 2 2 
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Urine incontinence 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Urinary 
incontinence 
(parent node) 
2 22 0 0 22 24 
Doubling of 
clothes 
0 1 0 0 1 1 
Drinking less 0 1 0 0 1 1 
Travelling 0 3 0 0 3 3 
Urinating into a 
chamber pot or 
bowl 
0 2 0 0 2 2 
Using public 
toilets 
0 4 0 0 4 4 
 
 
Ageing related symptoms 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Waist or joint 
pain (parent 
node) 
14 12 18 10 40 54 
Leg 0 3 0 0 3 3 
 
 
 
 
 
 
 
 
 430 
 
Dryness and burning sensation symptoms 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Dryness and 
burning 
sensations 
(parent node)  
13 21 0 5 26 39 
Dry or burning or 
salty skin 
5 4 0 1 5 10 
Rough palms 0 0 0 1 1 1 
Burning 
sensation under 
armpits 
0 2 0 0 2 2 
Burning 
sensation under 
feet 
1 3 0 4 7 8 
Burning 
sensations under 
palm 
0 2 0 0 2 2 
Changes to hair 
texture 
7 9 0 0 9 16 
 
 
Emotional and psychological symptoms 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Emotional and 
psychological 
symptoms 
(parent node) 
10 2 0 0 2 12 
Happiness 7 2 0 0 2 9 
Sadness 7 2 0 0 2 9 
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Sleep loss 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Sleep loss 
(parent node) 
10 4 0 2 6 16 
 
Health related issues  
 Total number of references to nodes within data 
sets 
  
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Health (Parent 
node) 
44 77 31 30 138 182 
Colds 0 0 0 1 1 1 
Constipation 0 1 0 0 1 1 
Diabetes 0 0 0 1 1 1 
Dizziness 5 8 0 1 9 14 
Environmental 
health issues 
0 0 0 1 1 1 
Eyes 2 1 0 1 2 4 
Fatigue 0 0 4 0 4 6 
Fibroids 1 1 0 0 1 2 
Headache 6 5 0 1 6 12 
Heart issues or 
palpitations 
9 5 0 1 6 15 
High blood pressure 0 2 0 2 4 4 
Issues with nails 1 2 0 0 2 3 
Medication 0 6 0 0 6 6 
Pain or burning 
under feet 
1 1 0 1 2 3 
Piles 0 1 0 0 1 1 
Runny tummy 1 1 0 0 1 2 
Stiffness 0 0 0 2 2 2 
Stomach ache 2 2 0 0 2 4 
Ulcer 0 1 0 0 1 1 
Urine infections 2 3 0 0 3 5 
• Duration 0 1 0 0 1 1 
• Urine hot 0 0 0 1 1 1 
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Waist or joint pain 
(parent node) 
14 12 18 10 40 54 
Leg 0 3 0 0 3 3 
 
 
Attitudes and beliefs about the perimenopause 
 Total number of references to nodes within data 
sets 
  
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Attitudes (parent 
node) 
0 29 0 2 31 31 
Acceptance of 
changes 
0 3 0 0 3 3 
Beliefs 0 2 0 0 2 2 
• Bad spirits 0 1 0 0 1 1 
• Religious 0 1 0 0 1 1 
Feeling older 0 3 0 1 4 4 
Having children 0 9 0 0 9 9 
Nothing to worry 
about 
0 2 0 0 2 2 
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HYGIENE NEEDS 
Bathing and bodily cleanliness practices 
 Total number of references to nodes within 
data sets 
  
  NVivo sources Total 
in 
NVivo 
Total 
references 
for all data 
Practice and related 
nodes 
Survey Interviews Photovoice 
images 
Maps   
Bathing (parent node) 10 116 10 24 140 150 
Inside compound 6 0 0 0 0 6 
Inside house 3 0 0 0 0 3 
Boiling water 0 3 0 2 5 5 
Day sweat 0 5 0 0 5 5 
Dry or burning skin 0 3 0 0 3 3 
Frequency  0 16 0 1 17 17 
Hair washing patterns 0 9 0 0 9 9 
• Salon visits 0 7 0 0 7 7 
Heating water with solar 
energy 
0 2 0 0 2 2 
Hot flushes 0 3 0 0 3 3 
Infrastructure 0 1 2 1 4 4 
• Acceptability 0 1 0 0 1 1 
• No ceiling 0 0 0 1 1 1 
Menstruation 0 5 0 3 8 8 
• No change 0 1 0 0 1 1 
Night sweat 0 6 0 1 7 7 
Public bath 1 0 0 1 1 2 
Seasonal changes 0 9 0 0 9 9 
Sitting down 0 2 0 0 2 2 
Timing 0 6 0 1 7 7 
Urine incontinence 0 2 0 0 2 2 
Using a towel 0 5 0 0 5 5 
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Laundry 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Practice and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Laundry (parent 
node) 
15 36 15 8 59 74 
On compound 12 0 0 0 0 12 
In porch 1 0 0 0 0 1 
Inside house 1 0 0 0 0 1 
Outside  1 0 0 0 0 1 
Day sweat 0 2 1 0 3 3 
Frequency of 
changing clothes 
0 8 1 0 9 9 
Hanging things 
on a line 
0 0 1 1 2 2 
Less laundry 0 1 0 0 1 1 
Needing to sit 
down 
0 1 1 1 3 3 
Night sweats 0 3 0 0 3 3 
Soiled bedsheets 0 2 0 0 2 2 
Urine 
incontinence 
0 4 0 0 4 4 
Washing things 
separately in the 
bathhouse  
0 0 0 2 2 2 
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Drinking 
 Total number of references to nodes within 
data sets 
  
  NVivo sources Total 
in 
NVivo 
Total 
references 
for all data 
Practice and related 
nodes 
Survey Interviews Photovoice 
images 
Maps   
Drinking (parent node) 16 79 0 4 83 99 
Bottled water 1 3 0 0 3 4 
Piped 14 0 0 0 0 14 
Buying or selling drinking 
water 
0 3 0 0 3 3 
Cost  0 5 0 0 5 5 
Day and night sweats 0 2 0 0 2 2 
Eating  0 1 0 0 1 1 
Feeling healthier 0 2 0 0 2 2 
Headache relief  0 3 0 0 3 3 
No change 0 1 0 0 1 1 
Sachet 1 4 0 0 4 5 
Urination 0 7 0 0 7 7 
Warm water 0 2 0 0 2 2 
Water quality and 
treatment 
0 11 0 1 12 12 
•  Changes 0 1 0 0 1 1 
• No issue 0 2 0 0 2 2 
• Not clear 0 0 0 1 1 1 
• Refrigeration 0 3 0 0 3 3 
• Salty 0 2 0 0 2 2 
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Collecting water 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Practice and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Collecting water 
(parent node) 
24 9 13 6 28 52 
Container 0 1 0 0 1 1 
Jerry can 0 0 2 0 2 2 
Relying on 
children 
0 2 0 3 5 5 
• Not 
getting 
when 
needed 
or 
children 
doing it 
in their 
own time 
0 0 0 1 1 1 
Relying on others 0 1 0 0 1 1 
Storing water for 
later 
0 1 1 0 2 2 
 
 
Disposal 
 Total number of references to nodes within data 
sets 
  
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Practice and related 
nodes 
Survey Interviews Photovoice 
images 
Maps   
Disposal (parent 
node) 
0 7 18 17 42 42 
Solid waste disposal 0 2 3 7 12 12 
Water disposal 0 4 10 6 20 20 
• Flushing 
water into 
gutter 
0 1 0 0 1 1 
• Gutter 0 1 0 0 1 1 
• Street  0 0 5 0 5 5 
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Menstrual hygiene management  
 Total number of references to nodes within data 
sets 
  
  NVivo sources Total 
in 
NVivo 
Total 
references 
for all data 
Practice and related nodes Survey Interviews Photovoice 
images 
Maps   
Menstrual hygiene 
management (parent 
node) 
0 74 0 9 83 83 
Access to toilets 0 5 0 0 5 5 
• Travelling 0 2 0 0 2 2 
Change from cloth to pad 
before perimenopause 
0 2 0 0 2 2 
Changing frequency 0 5 0 0 5 5 
Drying menstrual material 0 6 0 1 7 7 
• Compound in sun 0 0 0 1 1 1 
• Hidden from 
others 
0 1 0 0 1 1 
Fixing cloth in properly 0 1 0 0 1 1 
Keeping cloths for 
daughter to use 
0 0 0 1 1 1 
Separate clothing 0 1 0 1 2 2 
Size or thickness of pads 0 1 0 0 1 1 
Soiled and ineffective  0 1 0 0 1 1 
Techniques 0 27 0 1 28 28 
• Buying pad in 
emergency as 
cloth too soiled 
0 2 0 0 2 2 
• Change from cloth 
to cotton 
0 1 0 0 1 1 
• Cloth  0 8 0 1 9 9 
o Folded 0 2 0 0 2 2 
o Increased 
number of 
cloths 
0 1 0 0 1 1 
o Used clothes 
for cloth 
0 1 0 0 1 1 
• Cotton and cloth 0 1 0 0 1 1 
• Less material 0 1 0 0 1 1 
• Nappy or diaper 0 1 0 0 1 1 
• Pads and cloth 
together 
0 5 0 0 5 5 
• Using no protection 0 1 0 0 1 1 
• Washing materials 0 4 0 1 5 5 
o Dettol 0 0 0 1 1 1 
 438 
 
o Ensuring foam 
covers the 
blood 
0 1 0 0 1 1 
o Using water to 
flush away 
blood 
0 1 0 0 1 1 
 
Sweeping 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Sweeping 
(parent node) 
0 0 15 1 16 16 
 
Toilet use 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Toilet use 
(parent node) 
15 19 6 5 30 45 
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Solid waste management 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Practice and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Solid waste 
management 
(parent node) 
0 7 20 9 36 36 
Community 
dump site 
0 0 6 1 7 7 
Disposal of 
menstrual 
material 
0 2 0 1 3 3 
Lack of 
knowledge on 
disposal 
0 1 0 0 1 1 
Waste collection 
service 
0 1 5 3 9 9 
 
Hygiene promotion  
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Symptom and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Hygiene 
promotion 
(parent node) 
0 0 5 0 5 5 
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INFRASTRUCTURE AND SERVICE PROVISION 
Water supply status of women 
 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Infrastructure 
and related node   
Survey Interviews Photovoice 
images 
Maps   
Water supply 
(parent node) 
44 23 17 11 51 95 
Piped from 
outside the 
house, collected 
in less than 5 
mins 
14 0 0 0 0 14 
Community 
water point 
0 0 2 1 3 3 
Jerry can 0 0 2 0 2 2 
Piped  29 3 3 2 8 37 
Piped connection 
to house 
0 3 4 2 9 9 
Private supplier 0 2 0 0 2 2 
Shortages 0 3 0 0 3 3 
 
Toilet provision status of the women 
The interviewees: 
Kotei 
PMWK1 Outside, cistern, shared 5+ households, clean, not smelly, 10 cubicles 
PMWK2 Outside, cistern, shared 5+ households, clean, not smelly, 10+ cubicles, 
community owned 
PMWK3 Outside, cistern, shared, clean, not smelly, water and soap available, 5+ 
households, neighbourhood, less than 10 cubicles, community owned 
PMWK4 Outside, cistern, shared with 5+ households, 10+ cubicles, community 
owned,  
PMWK5 Inside, pour flush, not shared, clean, not smelly,  
PMWK6 Outside, dry, composting, shared 5+ households, neighbourhood, less than 
10 cubicles, community owned 
PMWK7 Outside, dry, composting, shared 5+ households, neighbourhood, less than 
10 cubicles, community owned, unclean, smelly 
 
PMWK8  
(No interview) 
Outside, cistern, clean, not smelly, shared 5+ households, 10+ cubicles, 
community owned 
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La 
PMWL1 Outside, flushed, cistern, clean, not smelly, 5+ households, neighbourhood, 
10+ cubicles, private community owner 
PMWL2 Outside, flushed, cistern, clean, not smelly, 5+ households, neighbourhood, 
10+ cubicles, community owned 
PMWL3 Outside next to house, pour flush, shared, 5+ households, less than 10 
cubicles, privately owned by people in the community 
PMWL4 Outside, pour flush, unclean, not smelly, 5+ households, neighbourhood, 10 
+ cubicles, community owned 
PMWL5 Outside, pour flush, clean, not smelly, 5+ households, neighbourhood, 10 + 
cubicles, outside community owner 
PMWL6 Outside, pour flush, clean, not smelly, 5+ households, neighbourhood, 10 + 
cubicles, outside community owner 
PMWL7 Inside, cistern, not shared, clean, not smelly 
 
General water and sanitation infrastructure and related issues 
 Total number of references to nodes within 
data sets 
  
  NVivo sources Total 
in 
NVivo 
Total 
references 
for all data 
Infrastructure and related nodes Survey Interviews Photovoice 
images 
Maps   
Infrastructure (parent node) 0 55 72 29 156 156 
Acceptability 0 3 0 0 3 3 
Bath house 0 1 4 1 6 6 
Broken 0 1 0 0 1 1 
Chamber or pit not emptied 0 1 0 0 1 1 
Changes 0 5 0 0 5 5 
Design 0 2 3 1 6 6 
Drainage 0 1 17 10 28 28 
o Blocked 0 0 1 0 1 1 
o Covered 0 0 1 2 3 3 
o No drain 0 0 3 3 6 6 
▪ Blood splashing 
over feet 
0 0 0 1 1 1 
o Open 0 0 5 0 5 5 
Dustbins not provided 0 2 0 0 2 2 
Latrine 0 3 5 2 10 10 
o Pour flush 0 0 1 0 1 1 
o Smelly 0 1 0 1 1 1 
New WCs 0 5 0 0 5 5 
On site WC or household toilet 2 3 3 1 7 9 
Ownership 15 2 0 2 4 19 
Piped supply 0 5 0 2 7 7 
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Public toilets 13 5 24 2 31 44 
o Half doors 0 0 2 0 2 2 
o Kiosk 0 0 1 0 1 1 
o No doors 0 0 2 0 2 2 
o Pit blocked not 
emptied 
0 0 1 0 1 1 
o Queue 0 2 1 0 3 3 
o Storage of buckets 
and baskets 
0 0 2 0 2 2 
• Rebuilt 0 1 0 0 1 1 
• Wanting laundry area higher 0 0 1 0 1 1 
 
Local services 
 Total number of references to nodes within data sets   
  NVivo sources Total in 
NVivo 
Total 
references 
for all data 
Services and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Services (parent 
node) 
0 8 17 6 31 31 
Hospital 0 5 0 1 6 6 
Manual pit 
emptying 
0 2 0 0 2 2 
Market 0 0 4 1 5 5 
Shop 0 0 2 0 2 2 
Transport 0 0 2 0 2 2 
Waste collection 
service 
0 1 5 3 9 9 
 
 
Power supply 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Service and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Power supply 
(parent node) 
0 6 0 0 6 6 
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FINANCING WASH NEEDS DURING THE PERIMENOPAUSE 
Financial factors  
 Total number of references to nodes within data 
sets 
  
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factors and related 
nodes 
Survey Interviews Photovoice 
images 
Maps   
Financial factors 
(parent node) 
30 62 11 15 88 118 
Affordability of 
incontinence pads 
0 1 0 0 1 1 
Buying charcoal 0 2 0 2 4 4 
Buying soap 0 0 1 0 1 1 
Buying water 0 8 0 1 9 9 
Changes from not 
paying to paying 
0 3 0 2 5 5 
Costs of foodstuffs 0 2 0 0 2 2 
Frequently visiting the 
toilet 
0 4 1 1 6 6 
• Avoiding 
urination due to 
cost 
0 1 0 0 1 1 
Issues with waste 
collection 
0 0 0 1 1 1 
Livelihood 15 15 4 3 22 37 
• Agriculture 0 2 0 0 2 2 
• Employment 
status 
      
o Employed 
with 
wages 
1 0 0 0 0 1 
o Self 
employed 
6 0 0 0 0 6 
o Out of 
work and 
looking 
for work 
7 0 0 0 0 7 
o Out of 
work but 
not 
looking 
for work 
1 0 0 0 0 
 
1 
• Petty trade 0 0 2 0 2 2 
• Selling door to 
door 
0 0 0 1 1 1 
• Selling in mall 0 1 0 0 1 1 
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Wanting reduced cost 
of service due to poor 
quality 
0 0 0 1 1 1 
Rise in price to visit 
toilet 
0 1 0 0 1 1 
 
Talking to others- who women talk to 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Practice and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Talking to 
others- who 
women talk to 
(parent node) 
0 27 0 0 27 27 
Few friends to 
speak to 
0 2 0 0 2 2 
Group of women 0 7 0 46 11 11 
Not necessary to 
talk about it 
0 1 0 0 1 1 
Possibly 
contribute to a 
group 
0 1 0 0 1 1 
Siblings (sisters) 0 1 0 0 1 1 
Spouse 
(husband) 
0 1 0 0 1 1 
 
 
 
 
 
 
 
 
 
 
                                                     
6 Observational data identified that women mostly were able to discuss their needs across three group mapping 
sessions, with the exception of one group from Kotei who did not wish to discuss menstruation in front of each 
other 
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Talking to others- what women talk about 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Practice and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Talking to 
others- what 
women talk 
about (parent 
node) 
0 6 0 0 6 6 
Comparing 
facilities 
0 1 0 0 1 1 
Comparing 
symptoms 
0 4 0 0 4 4 
• Waist or 
joint pain 
0 1 0 0 1 1 
 
Changes to environment 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Changes to 
environment 
(parent node) 
0 30 0 4 34 34 
Facilities closer 
to home 
0  2 0 0 2 2 
Housing  0  1 0 0 1 1 
Land price 0  1 0 0 1 1 
Loss of farms 0  3 0 1 4 4 
No firewood 0  0 0 1 1 1 
No trees to cool 
down  
0  0 0 1 1 1 
No longer using 
spring 
0 1 0 0 1 1 
Place boundary 
changes 
0  2 0 0 2 2 
Previously less 
water than 
needed 
0  0 0 1 1 1 
Taps moved into 
house 
0  2 0 0 2 2 
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Toilets and taps 
demolished 
0  3 0 0 3 3 
Urbanisation  0  2 0 0 2 2 
 
Seasonal changes 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Seasonal 
changes (parent 
node) 
0 19 0 7 26 26 
Bathing 0 2 0 1 3 3 
• Can’t bathe 
in the rain 
0 0 0 1 1 1 
Drinking  0 6 0 0 6 6 
Drought  0 0 0 2 2 2 
Hair washing 0 1 0 0 1 1 
 
Safety and security 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Safety and 
security 
0 7 7 0 14 14 
Bad spirits at 
night 
0 1 0 0 1 1 
Half doors in 
toilets 
0 0 1 0 1 1 
No doors in 
toilets 
0 0 2 0 2 2 
Urinating into 
chamber pot 
0 1 0 0 1 1 
Use of 
bathhouse at 
night difficult 
0 1 0 0 1 1 
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Technology: TV and Radio 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
TV and Radio 
(parent node) 
0 14 0 0 14 14 
Radio show 
discussed 
menopause 
0 3 0 0 3 3 
Took part in a 
talk show 
0 1 0 0 1 1 
TV show 
discussed 
menopause 
0 6 6 0 6 6 
 
Understandings of and ascribed responsibilities to water and sanitation 
 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Tota  
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Rights to water 
and sanitation 
(parent node) 
0 35 0 0 35 35 
Chief’s 
responsibility 
0 3 0 0 3 3 
Government’s 
responsibility 
0 4 0 0 4 4 
Right of each 
individual 
0 13 0 0 13 13 
Self-
responsibility if 
not provided 
0 4 0 0 4 4 
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Privacy issues 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Privacy (parent 
node) 
0 0 4 0 4 4 
 
Accessibility 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Accessibility 
(parent node) 
0 3 7 7 17 17 
Distance  0 1 1 4 6 6 
Hand rails 0 0 2 0 2 2 
Ramp 0 0 1 0 1 1 
 
 
Issues of ageing 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Factor and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Ageing (parent 
node) 
0 7 0 1 7 7 
Considering 
future needs- 
personal toilet 
0 1 0 0 1 1 
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Cooking 
 Total number of references to nodes within data sets   
  NVivo sources 
 
  
Total in 
NVivo 
Total 
references 
for all data 
Practice and 
related nodes 
Survey Interviews Photovoice 
images 
Maps   
Cooking (parent 
node) 
0 1 3 0 4 4 
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APPENDIX 15: Package given to perimenopausal and menopausal women in 
Ghana 
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APPENDIX 16: Ethics approval from KNUST 
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APPENDIX 17: Permit letters to conduct research from municipal 
authorities in Ghana and local chiefs  
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APPENDIX 18: Publications by ANB et al. 
 
Bhakta A, Reed BJ and Fisher J (2019) “Behind closed doors: the hidden needs of 
perimenopausal women in Ghana” in England M, Fannin M, and Hazen H (eds) Reproductive 
Geographies: Bodies, Places and Politics London: Routledge pp. 67-88 
 
Bhakta A, Fisher J, and Reed B (2019) ‘Unveiling hidden knowledge:  discovering the hygiene 
needs of perimenopausal women’ International Development Planning Review 41 (2) 149–171 
 
Bhakta A, Fisher J, and Reed B (2018) ‘Sanitation ‘secrets’ and menstrual hygiene 
management: What can perimenopausal women tell us?’ Paper 3069 in Proceedings of the 
41st WEDC Conference, 9th-13th July 2018, Egerton University, Nakuru, Kenya Loughborough: 
WEDC, Loughborough 
 
Bhakta A, Fisher J, and Reed B (2017) ‘Enacting accountable fieldwork in the Global South: 
lessons from a researcher with a disability’ RGS-IBG Annual International Conference, 29th 
August-1st September 2017, RGS-IBG, London 
 
Bhakta A, Reed B and Fisher J (2017) ‘Cleansing in hidden spaces: the bathing needs of 
perimenopausal women’ Paper 2827 in Proceedings of the 40th WEDC Conference, 24th-28th 
July 2017, Loughborough University, Loughborough, UK Loughborough: WEDC, Loughborough 
http://wedc.lboro.ac.uk/resources/conference/40/Bhakta-2827.pdf 
 
Bhakta A, Fisher J, and Reed B (2016) ‘An introduction to WASH for perimenopausal women’ 
Presentation at Equity and Inclusion Workshop in Proceedings of the 40th WEDC Conference, 
24th-28th July 2017, Loughborough University, Loughborough, UK Loughborough: WEDC, 
Loughborough  
 
Bhakta A, Annan G, Esseku Y, Esseku H, Fisher J, Lartey B and Reed B (2016) ‘Finding hidden 
knowledge in WASH: effective methods for exploring the needs of perimenopausal women in 
Ghana’ Briefing paper 2568 in Proceedings of the 39th WEDC International Conference, 11th-
15th July 2016, KNUST, Kumasi, Ghana Loughborough: WEDC, Loughborough University 
http://wedc.lboro.ac.uk/resources/conference/39/Bhakta-2568.pdf  
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Bhakta A (2016) ‘Breaking barriers in WASH research: achieving the impossible with Cerebral 
Palsy’ in Proceedings of the 39th WEDC International Conference, 11th-15th July 2016, KNUST, 
Kumasi, Ghana Loughborough: WEDC, Loughborough University  
 
Bhakta A, Fisher J, and Reed B (2016) ‘An introduction to WASH for perimenopausal women’ 
Presentation at Equity and Inclusion Workshop at in Proceedings of the 39th WEDC 
International Conference, 11th-15th July 2016, KNUST, Kumasi, Ghana Loughborough: WEDC, 
Loughborough University 
 
Bhakta A, Reed B and Fisher J (2016) ‘(Still) calling ‘For menopause geographies’: unveiling 
perimenopausal women’s narratives through water, sanitation and hygiene’ in Association of 
American Geographer’s Meeting, 29th-2nd April 2016, San Francisco, USA 
 
Bhakta A, Fisher J and Reed B (2015) ‘Giving ‘voice’ to ageing women in the Anthropocene: 
understanding tacit water needs of perimenopausal women’ in RGS-IBG Annual International 
Conference, 1st-4th September 2015, University of Exeter, Exeter 
 
Bhakta A, Fisher J and Reed B (2015) ‘Secrets of the Change: exploring tacit WASH needs of 
perimenopausal women in Ghana’ Espresso slot presentation in Proceedings of the 38th WEDC 
International Conference, 27th – 31st July 2015, Loughborough University, Loughborough 
Loughborough: WEDC, Loughborough University  
 
Bhakta A, Fisher J and Reed B (2015) ‘Water, sanitation and hygiene needs for perimenopausal 
women: hidden knowledge?’ Poster in Proceedings of the 38th WEDC International Conference, 
27th – 31st July 2015, Loughborough University, Loughborough Loughborough: WEDC, 
Loughborough University  
 
Bhakta A, Fisher J and Reed B (2015) ‘Water, sanitation and hygiene needs for perimenopausal 
women: hidden knowledge?’ Poster at Civil and Building Engineering Research Festival 20th- 
22nd January 2015  
 
Bhakta A, Fisher J and Reed B (2014) ‘WASH for the perimenopause in low-income countries: 
changing women, concealed knowledge?’ Briefing Paper No. 1909 in Proceedings of the 37th 
WEDC International Conference, 15th-19th September 2014, National University of Civil 
Engineering, Hanoi, Vietnam Loughborough: WEDC, Loughborough University, Published 
online at: http://wedc.lboro.ac.uk/resources/conference/37/Bhakta-1909.pdf  
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Bhakta A, Fisher J and Reed B (2014) ‘Menstrual Hygiene Management for perimenopausal 
women’ Presented in Menstrual Hygiene Management workshop at 37th WEDC International 
Conference, 15th-19th September 2014, National University of Civil Engineering, Hanoi, Vietnam 
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APPENDIX 19: PGR training record 
 
Doctoral College courses attended 
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Other Activities Outside Graduate School Training.  
    
Activity and Evidence of Skill Development: 
Skills 
Addressed 
(use RDF) 
Time 
Claimed 
(days) 
Date Completed 
Year 1       
Wash in Schools MHM Virtual Conference: Joined online conference and 
listened to discussions on provision of menstrual hygiene management in 
schools in low-income counties 
A1, B3, D3 1 21/11/13 
Royal Geographical Society Postgraduate Mid-term Conference, 
Loughborough University: Presented first conference paper on Master’s 
Research "Accessibility in Sustainable Communities: Bringing together 
inclusivity and ecological living?". 
A1, B1, B3, D2 2 14/04/14-15/04/14 
Loughborough University Research Conference: Research That Matters. 
Attended the conference to engage with the current state of research across the 
University. Learned about the various research themes which run across the 
departments and explored how my PhD research fits into these themes. 
A1, B3, D3 1 18/06/14 
        
Year 2       
RGS Participatory Methods Training Day. Attended pre-conference training 
day to explore how participatory methods can be used in research. 
  1 26/08/14 
RGS Annual International Conference, London. Attended conference to 
engage with the current state of research in Geography. 
A1, B3, D3 3 27/08/14-29/08/14 
37th International WEDC conference, Hanoi, Vietnam. Delivered first WEDC 
paper from PhD research. A1, B3, D3 3 15/09/14-17/09/14 
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Equality and Inclusion Capacity Development Workshop, Hanoi, Vietnam. 
Assisted in case study on disability and WASH.  
B3, D2 1 18/09/14 
Maternal and Child Health Capacity Development Workshop, Hanoi, 
Vietnam.  Attended workshop to further understanding of this area. 
B3, D2 0.5 19/09/14 
Menstrual Hygiene Management Capacity Development Workshop, Hanoi, 
Vietnam. Gave short presentation on menstrual hygiene management for 
perimenopausal women 
B3, D2 0.5 19/09/14 
Civil and Building Engineering Doctoral Seminar: Water, Sanitation and 
Hygiene Needs for Perimenopausal Women. Gave presentation on current 
state of research to the school. 
B3, D2 1 17/12/14 
WEDC/Water Aid Capacity Development Workshop: Making WASH 
inclusive - with a focus on Menstrual Hygiene Management, 
Loughborough University. Gave short presentation on menstrual hygiene 
management for perimenopausal women. 
B3, D2 1 27/07/15 
38th WEDC conference, Loughborough University, Loughborough. 
Presentation of poster on 'Secrets of the 'change': Exploring Tacit WASH needs 
of perimenopausal women in Ghana'. 
A1, B3, D3 3 28/07/15-30/07/15 
WEDC Capacity Development Workshop: Training on Menstrual Hygiene 
Management - Addressing the practical needs of women and girls in 
WASH. Contributed to discussions on MHM. 
B3, D2 0.5 31/07/15 
WEDC Capacity Development Workshop: Realising the Human Rights to 
Water and Sanitation: From Policy to Practice. Attended workshop to further 
knowledge in this area. 
B3, D2 0.5 31/07/15 
RGS Conference, Exeter. Presented paper on initial findings of 
phenomenological review. A1, B3, D3 3 02/09/15-04/09/15 
        
Year 3       
Association of American Geographers Meeting, San Francisco. Presented 
paper on menopausal geographies. 
A1, B3, D3 5 29/03/16-02/04/16 
Brown Bag seminar: 'An introduction to publishing'. Attended seminar. B3, D2 1 27/04/16 
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Brown Bag seminar: 'Good Presentations'. Attended seminar. B3, D2 1 24/05/16 
Workshop: The role of women in achieving the Sustainable Development 
Goals: resilience, disaster risk reduction and WASH interventions, WEDC, 
Health and Wellbeing Research Group. Gave a short presentation on my 
research. 
A2, B3, D3 1 22/06/16 
39th International WEDC conference, Kumasi, Ghana. Presented a paper on 
methodologies used in my research. A1, B3, D3 5 11/07/16- 16/07/16 
        
Year 4       
Brown Bag Seminar: NVivo. Training on using NVivo software         
A1, A2  0.5  09/09/16  
WASH in low- and middle-income countries, SanCop Research Workshop, 
WEDC. Gave a short presentation on my research. A1, B3, D3 1 27/09/16 
WSUP Ghana webinar. Listened in on the discussions online in relation to 
WASH initiatives in Ghana. A1 1 29/09/16 
Graduate School Research Conference. Attended conference to network with 
other PhD students A1, B3, D3 1 31/10/16 
Brown Bag Seminar: EPSRC Prioritisation Panels. Attended seminar. B3, D2 0.5 06/12/16 
RGS Participatory Geographies Research Group Away Weekend, Reading. 
Attended away weekend and contributed to discussions. A1, B3, D1 3 30/06/17-02/07/17 
40th WEDC conference, Loughborough University, Loughborough. Gave a 
paper on bathing for perimenopausal women.  A1, B3, D3 4 24/07/17-28/07/17 
WEDC Capacity Development Workshop: Making WASH inclusive: with a 
focus on disability, menstrual hygiene and violence, gender and WASH. 
Contributed to discussions on MHM. 
B3, D2 1  24/07/17 
RGS Conference, London. Gave two papers on accountability in fieldwork with 
a disability and on issues of race and disability in the academy.   A1, B3, D3 4 29/08/17-01/09/17 
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Year 5       
Feminist Methodologies Symposium. Attended symposium to further 
knowledge on feminist methods.  B3, D2 1 20/03/18 
41st WEDC conference, Egerton University, Nakuru, Kenya. Gave a paper 
on MHM and sanitation for perimenopausal women.  A1, B3, D3 5 09/07/18-13/07/18 
WEDC Capacity Development Workshop: Inclusive approach to WASH 
B3, D2 0.5 09/07/18 
WEDC Capacity Development Workshop: Integrating equality and non-
discrimination strategies in WASH behaviour change. B3, D2 0.5 13/07/18 
 
 
 
 
 
